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MISSION STATEMENT 
To provide professional information for midwives, and to promote the recognition 
of the role of midwives, and the need for appropriate legislation so that midwives in 
Newfoundland and Labrador are publicly funded to legally provide research-based, total 
midwifery care as a choice for childbearing families in this province. 
Greetings to members in this palindrome year. This first Newsletter of the calendar year 
includes reports from the AMNL January meeting, and from the President who has represented 
us at the Canadian Association of Midwives (CAM) meetings. It will be seen that she is seeking 
input as to how she should vote at the March CAM meeting. There could also be financial 
implications with some items, so please read these reports. Of course, now that we have changed 
our financial year, AMNL membership fees are due, and our Treasurer has to pay our CAM 
membership fee by the end of this month. A membership form is at the end of the Newsletter. 
Thank you to those who have submitted items for this Newsletter. Items for the 
Newsletter are welcomed and those who submit are responsible for obtaining permission to 
publish in our Newsletter. The Editor does not accept this responsibility. Items for the next 
Newsletter should be received by the Editor no later than the beginning of March. 
This Newsletter is the method by which news regarding future legislation can be 
circulated. Let the Editor know what you would like to see in the Newsletter in order to prepare 
yourself for legislation, e.g. references to particular articles, specific information about areas of 
practice. What do you want to know? Tell your colleagues about this Newsletter. 
. Pearl Herbert, Editor, c/o School ofNursing, 
Memorial University ofNewfoundland, St. John's, NF, AlB 3V6 (Fax: 709-777-7037) 
http://www. ucs.mun.cal·,.;pherbert 
IS TillS YOUR LAST COPY OF THE AMNL NEWSLETTER? 
Membership Renewal for 2002 is now due. 
$75 for all midwives, $20 for unemployed. See form at the end of the Newsletter. 
AMNL Annual General Meeting, Tuesday, March 19,2002,4:00 p.m. (Island time). 
Members on the Labrador Coast advise Telemedicine prior to the meeting 
Agenda items to the President by the end of February - so Agenda may be circulated 
Executive Committee 
President: Ann Chaulk, Labrador Health Centre, HV-GB, Labrador, AOP lEO (Fax: 896-5130) 
Treasurer: Jean Hunt Secretary: Karene Tweedie 
Past President: Pearl Herbert Newsletter Editor: Pearl Herbert 
Home page: http://www.ucs.mun.ca/-..-pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
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General Meeting, January 15, 2002 
There were seven members present in St. John's and Goose Bay. Two apologies were 
received. The President gave a report of the Canadian Association of Midwives (CAM) annual 
meeting in Toronto last October, and the conference call in December. (See the items below and 
note that Ann Chaulk, our President (annchaulk@nf.sympatico.ca) needs to receive responses 
from members before the end of February, so that she may appropriately represent us at the 
March meeting). The table for displaying items from AMNL at the CAM annual general meeting 
was not available, but this display will be available to be used at another time. Remember that we 
do have this item available if you are going to an event where it could be used. 
The St. John's Chapter submitted Health Investment for Funded Midwifery in response to 
the provincial government's Reaching Consensus and Planning Ahead health forum document. 
An acknowledgement has been received from Eleanor Swanson, Director of Planning and 
Evaluation. 
Christmas and New Year greetings were received from the American College of Nurse-
Midwives (ACNM), Labrador Health Region, Community and Social Services St. John's Region, 
and the provincial Minister of Health and Social Services. The President has already 
acknowledged the ACNM card· and will do similarly for the others. 
The financial books have been examined and are in order. Some rearranging of entries 
was suggested. The change to Staples Business Depot for printing has progressed smoothly, 
although transportation is needed. (The total cost for the Newsletters has increased about 75% 
since the changeover). Other items discussed are given below under CAM reports. 
Congratulations 
AMNL member, Susan Felsberg, received the Lieutenant Governor's History Essay Award for 
· 2001. Her essay is t~tled So Many Small Things: Mud Lake and the Labrador Boundary 
Settlement. The winner was announced during a Government House ceremony, October 18, to 
mark the tooth anniversary of the Newfoundland Quarterly. 
Midwifery Implementation Committee 
The final meeting was held on October 22, 2001. The final reports from the 
subcommittees were presented. (The members of the Scope of Practice subcommittee had 
presented their final report in May 2001). The members from the Communications subcommittee 
presented a sample post/advertisement. The members of the Education and Licensing 
subcommittee presented their report with attention to the protection of the title of midwife, the 
kinds of licensing available, and the requirements needed for licensing. The committee also 
proposed a fee structure, and offered statements concerning education and membership. Those 
prese~t accepted that they would be agreeing to the substance of the committee reports as the 
final committee reports need to be amended and completed. There was some discussion 
regarding the presentation of this material to the Minister and the subsequent tabling of the 
legislation in the House of Assembly. (There was an internal presentation to the Department's 
Senior Executive on December 14, 2001). 
Canadian Association of Midwives Annual General Meeting October 3 and 5, 2001, in 
Toronto. Submitted by Ann Chaulk, AMNL President. ("This was my first face to face meeting 
with Board members and as it is usually said, it was good to place the name to a person. It gave 
greater depth to the Board meetings for me. Time was usually taken with business rather than 
n.etworking".) 
.. 
• 
Eleven members of the Board were present on October 3 for a morning meeting. Missing were 
contacts from PEl, NB, NU, YK). 
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1. A copy of The Aachen Declaration on Midwifery for All, adopted at the 1st European Congress 
for out-of-Hospital Births, held in Aachen, Germany, October 1, 2000, was available to all 
members at this meeting. Pearl Herbert had previously submitted this document on midwifery. 
(A copy of the full text is available in AMNL Newsletter, January 2001) Comments received on 
this document was that it was very European and many points do not apply to North America, 
perhaps a North American version should be written and so this report was tabled. [Editor: This 
document, about access to midwives in the European Community (not the world) was only 
submitted as an example which North America might wish to copy, because with NAFTA--
Canada 13 provinces/territories, US with 50 States, and Mexico- it is larger than Europe]. 
2. Several Board members raised concerns about Northern and Aboriginal midwifery issues. 
This could also include rural issues as midwives working in this area have a different set of 
problems in their practice than urban settings. 
3. The CAM newsletter was published in Spring 2001 and copies sent to all member 
assocjations. The President restated her opinion that a committee be formed to continue with 
this project. It was felt that a bilingual component be included which would mean a translator 
would be required. So far the Statement on Home births is the only document translated into 
French. 
4. The Treasurer's report from Fran Wertman took some considerable time as well as the 
proposed Budget for 2002. The signed documents of incorporation as well as the seal of 
incorporation will be passed over to the Treasurer. An audited report of the fiscal year ending 
March 31, 2001, showed no errors by the accountant. Fran reported on the fiscal year of April 1 
to December 31,2001, and then reviewed the working budget January- December 2002. Several 
increases were proposed such as translation and funding for a Board retreat. 
5. An idea that CAM should create a charitable organization or foundation was considered and 
this will be investigated further by the incoming President, Kim Campbell. 
6. At the last Board meeting in June 2001, Carol Cameron, President, had suggested a fund being 
formed to sponsor a midwife to attend CAM's AGM in Toronto. The idea had come from the 
International Confed~ration of Midwives 'Sponsor a Midwife' to attend their triennial 
conferences. A selection process needs to be put in place by the Board and the following motion 
was passed. "Board members who are not funded by their professional associations or 
employers to attend the AGM be supported for travel, with the remaining funds evenly 
proportioned among the members attending the meeting, who apply and are eligible for 
sponsorship. Eligibility criteria will be outlined at a future Board meeting." · 
7. The membership fees for 2002 are: $35.00 per midwife and $5.00 per [midwifery] student. 
8. It was suggested that a reachable 3-year strategic plan be put in place. Members needed to 
have input into goals. The Association should be member driven rather than Board driven. 
Motion "That the Board has a strategic plan for a retreat next year for 2 days, to set goals, 
mission and vision of CAM. The retreat will be in conjunction with the AGM." Motion 
approved. 
9. New Board members taking office after the Annual General Meeting were introduced, Kalia 
Leslie- British Columbia, Noreen Walker- Alberta, Janice Ericson- Manitoba, and Remi 
Ejiwunmi - Ontario. Policies are needed to describe the relationship between the representing 
member and their Association. Motion "When a Board member is appointed to CAM Board by a 
member association, CAM expects that the member will have the authority to make decisions." 
Motion carried. 
Poliqies are needed for Board decision making and training on consensus decision making. 
Many example's were given and this will be followed up by Kim Campbell, the incoming 
President. [Book On Conflict and Consensus can be ordered from: Foods Not Bombs 
Publishing, Toll free: I-800-569-4054 or www.consen~us.net Approximate cost $I2.50 US] 
10. The Board was asked-to review the Agenda for the upcoming AGM. Only one resolution 
was submitted but it was noted that as a quorum would not be present, resolutions could not be 
acted on. It was suggested that a mail out resolution be sent to all members and a mail vote on 
bylaws and resolution . . 
11. The Romanow Commission has invited CAM to submit a brief on behalf of Canadian 
Midwives. It was to be submitted no later than November 1, 200I. 
12. Bridget Lynch (A OM) sought support from CAM Board to put her name forward for a 
regional representative at the ICM for CAM. 
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13. A representative is needed by CAM for the Canadian Perinatal Surveillance System steering 
committee, the person should be a practicing midwife with knowledge of surveys and statistics. 
14. On October 5, 2001, CAM Board members were asked to consider two items for discussion. 
They were brought by the membership during CAM/ ACNM Conference. 
I. A request received to approve a position statement to support aboriginal midwives in 
Quebec who wish to form their own regulatory body and educational program in Nunavut. 
2. A letter received from a midwifery practice in Ottawa to develop a position statement to 
support peace and not war with regards to the American declaration of war on terrorism. 
It was noted and discussed that the Board did not have enough information to take any action at 
this time and both were tabled for the next Board meeting. 
15. Kim Campbell gave a report on the ICM Regional Meeting for the Americas held in 
Albuquerque, New Mexico, USA on September 20, 200 I. Due to the terrorists attacks on New 
York on September Il, many delegates were unable to attend Only USA and Canada were 
represented, with Kim representing CAM. Kim reported that the Midwives Association of North 
America (MANA) is recommending an increase in the number of representatives for the 
·Americas. It was suggested that CAM put forward a resolution at the ICM Congress to increase 
the number of representatives. Also, MANA is proposing a change in the International Defmition 
of a Midwife at the Congress in April 2002. 
International Alliance of Midwives excerpt from an article by Jan Tritton in the ARM 
Midwifery Matters, No. 88, Spring 200I, pp.27-28. 
I know we often have somewhat different concerns in Europe and the Americas, because 
we in the United States have lost our midwifery herstory and many of us have rebirthed ourselves 
as midwives in a very grassroots fashion. We've developed an appreciation and a desire to learn 
from our traditional sisters in Mexico and South America, who are helping take us back to our 
roots by sharing their herstory with us. Many of us in the United States and elsewhere find 
ourselves concerned with how to "save the midwife". Even if the World Health Organization 
(WHO) and ICM persist in calling our traditional sisters by the derogatory term TBA (traditional 
birth attendant), we call them midwives and have been blessed to sit at their feet and learn from 
them .... Please help us stop the insanity of birth imperialism and save these wonderful, 
indigenous midwives. We are learning· from them, and they are learning from us .... What Basic 
Beliefs Do We Share? ... 2. We will redefine the term midwife to be inclusive of the world's 
midwives; 3. Our organization is inclusive of midwives, doulas, parents, childbirth educators, 
doctors and activists [there are eight items. Also see http://www.midwiferytoday.com/iam ]. 
• 
.. 
• 
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Canadian Association of Midwives General Meeting (report from Ann Chaulk) 
A general meeting lasting 3 hours was held via the telephone conferencing system on December 
13, 2001. Most Provinces and Territories were represented either through executive or provincial 
members, the exceptions being New Brunswick and Yukon. Highlights of business disc:ussed: 
Northern and Aboriginal Midwifery 
At the joint CAM/ ACNM Conference, "Bridging Midwifery Borders" held in October in 
·Toronto, there was a presentation of this subject. ·Most participants of the conference were 
impressed and emotionally moved by the First Nations and Inuit Midwives. Kim Campbell 
(President) made the suggestion that an Aboriginal Representative become a CAM Board 
Member. Discussion on the subject brought up several issues, a CAM bylaw change would be 
needed, it may require more than one representative as the First Nations and Inuit are two distinct 
groups and perhaps these groups themselves needed to have input into the discussion. [Editor: 
Three distinct groups or have Innu Nations merged with First Nations?] 
This led to a discussion of Midwifery in the North and how CAM could assist and support these 
midwives. Rankin Inlet has only one midwife at present, causing a difficult situation for the 
midwife, as well the expectant mothers. Rankin Inlet is advertising for another pe~anent 
midwife which is what the birth centre would prefer but short term temporary positions maybe 
considered. [Editor: An opportunity for NF /LAB midwives to get hands on experience. If 
interested contact AMNL member, Rachel Munday, P.O. Box 446, Kugluktuk, NU, XOB OEO, 
for information]. 
Two Board Members will write an article for the next CAM Newsletter describing what is it like 
to work as a midwife in the north. [Editor: Perhaps an article from the Labrador Coast should 
also be submitted]. 
CAM Representative to Canadian Perinatal Surveillance System. 
Two resumes were received for this position, and after discussion there was a consensus to offer 
the position to Beverley O'Brien (AAM) 
Declaration of Hope. 
An AOM member, made a request to the Board to consider supporting a Declaration of Hope 
that outlines a nonviolent response to the attacks on the World Trade Centre and Pentagon on 
September 11, 2001. Several members put forward concerns about the statement ~d· felt it 
should be more general. If the author was willing to accept these changes, the Board would 
support the Declaration. 
Pr~posed Canadian Journal ofMidwifery Research and Practice. 
Funding has been received for the develo.pment of this journal and its first publication is 
expected to be in April 2002. The Board will welcome and give support to the journal as an 
official CAM publication. Concerns were voiced about content, fees/subscriptions and 
advertising. It is hoped at this time that all CAM members will receive a copy and that 
advertising will be in line with the International Code of Marketing of Breast Milk Substitutes. 
Further discussion will be needed with the journal's editor and CAM about these concerns. 
Sponsorship/ Advertising. . 
The President read a letter whereby CAM was being requested to sponsor a product about which 
she was unhappy. It was felt that CAM needed a clear policy and guidelines as to what products 
should be endorsed/advertised by the association. CAM needs a Code of Ethics and a committee 
was struck to report back to the Board. [Of ~ourse, AMNL already has a Code of Ethics, see 
January 2001 Newsletter]. 
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International Confederation of Midwives 2008 
Sinclair Harris, Quebec, advised the Board that the Regroupement Les Sages-Femmes du Quebec 
has been asked by the government to move forward in presenting a request to ICM to hold the 
2008 triennial meeting in Montreal. Three midwives from Quebec will be -sponsored to ICM 
2002 and make the presentation. 
Several other issues were covered, e.g. CAM Newsletter, Policy Manual, Consensus Decisi9n 
Making, and Logo. If any member would like more information on these issues, Am). would be 
happy to provide it. Likewise if any AMNL member has comments or suggestions for CAM, Ann 
would welcome passing them on. The date of next CAM Board Meeting is March 14, 2002 at 
4:00p.m. (PST). 
Canadian Journal of Midwifery Research and Practice from Ann Chaulk 
There was further feedpack from CAM and Eileen Hutton (AOM) about concerns of 
financing the proposed Canadian Journal of Midwifery Research and Practice. 
Message from Eileen Hutton, Dec~mber 3, ·2001 : Based on "the cost for the Association of 
Ontario Midwives ' Journal to date this year for three issues including mailing ... would work 
out to about $55/member /year. However: 
1. there are no advertising revenues in this amount (we have not had any to date); 
2. the increase in printing costs will be minimal to get the number we need to the national 
number; 
3. the mailing costs will go up to reflect the increase subscription base. There is a possibility of 
looking into ~ulk mailing which starts to be effective with higher volumes; 
4. this has been done with no $ factored in for salaries. 
So, the overall costs/member should be less than $50/year, for four issues. These amounts are 
fairly fluid of course, given that salaries would drive it up and advertising will drive it down, but 
may give you a ball park idea of what we have been working with. Eileen" 
The Proposed Canadian Journal of Midwifery Research and Practice was discussed at 
the January general meeting of the AMNL. There is a small SSHRC grant available from April 
2002, for three years, to assist in getting the journal started. This would still leave a~out $50 per 
member per year. It was agreed that such a journal was a good idea but there are reservations 
about adding it to every CAM member's annual fee (e.g. $35 fee+ $50 for the journal). 
Ann Chaulk gave the example of the Canadian Nurse being included in the mandatory CNA fees 
of the provincial/territorial nurses associations. However, nursing is one of the largest 
professions in Canada so the many copies of each issue would individually cost less than for just 
a few. Also, nurses get a discount as non-nurses have to pay more for the journal. 
Pearl gave illustrations: The Canadian Nursing Research Journal (out of McGill) started by 
being part of the Canadian Association of University Schools ofNursing (CAUSN) membership 
fee. But, as the journal evolved, and the cost of printing increased, it meant that fees were 
increasing too much, and optional membership was declining. Therefore, the journal and 
CAUSN were separated. 
The Midwifery journal (UK) started in the mid eig~ties by offering a discount to members of 
ICM (e.g. RCM members, and relevant Canadian provincial associations). The journal grew, but 
membership fees were not involved. 
The Canadian Public Health Association (CPHA) is an optional professional interest group. The 
Canadian Journal of Public Health cost is included in the membership fee for members of the 
" 
.. 
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CPHA, but the cost is less than for nonmembers. Similarly, members of the Association of 
Women's Health, Obstetric and Neonatal Nurses (A WHONN) receive JOGNN and A WHONN 
Lifelines, in their membership fee. For both of these professional interest groups there is an 
automatic deduction, but these organizations have large memberships. However, there are only a 
small number of midwives and CAM fees become mandatory following legislation. 
Cost of Journals and Memberships for Individuals in Canada 
Association of Radical Midwives. £30.00 p.a. (in UK£ only) and includes four copies 
of Midwifery Matters, and discounts for ARM workshops. 
Contact: ARM, 62 Greetby Hill, Orinskirk, L39 2DT, England. 
Web site: http://www.midwifery.org.uk, E-mail: arm@radmid.demon.co.uk 
Association of Women's Health, Obstetric and Neonatal Nurses. Regular Canadian 
membership is $128.00 Cdn per year. This includes membership in AWHONN Canada with 
discounts for conference fees, a Canadian member's newsletter (when published), and the six 
issues of JOGNN (the official A WHONN journal), and six issues of AWHONN Lifelines which 
reports on women's and newborn's health trends and issues relevant to clinical nursing. 
Contact: AWHONN, Department 4015, Washington, DC 20042-4015, USA. Visit 
http://www.awhonn.org and search for Membership Application form. 
Birth: Issues in Perinatal Care four issues a year, costs $75.00 US+ tax for print only; 
combined online and print $82.00 US+ tax. 
Contact: For information about costs visit: http://www.blackwellscience.com/journals and visit 
the subscription rates' page. E-mail: csjoumals@blacksci.com. Telephone: 1-888-661-5800 in 
North America. 
British Journal of Midwifery (monthly) £220~00 p.a. for overseas airmail individual 
(2001/02) rate. Contact: Subscriptions Dept., British Journal of Midwifery, Mark Allen 
Publishing Ltd., Croxted Mews, 286A-288 Croxted Road, London SE24 9BY, England 
International Midwifery journal of the International Confederation of Midwives. Six 
issues cost 38.50 Euros and 18 issues cost 100.00 Euros -must be paid in these denominations. 
(When legislation is implemented AMNL midwives will be members ofiCM similar to other 
registered midwives in Canada). 
Contact: International Confederation of Midwives, Eisenhowerlaan, 2517 KN The Hague, The 
Netherlands. E-mail: intlmidwives@compuserve.com 
Journal of Human Lactation (4 issues a year) $111.00 US+ tax for indi~iduals outside 
of the USA. (Cost may have increased since August 2000) . 
Contact: Sage Science Press, 2455 Teller Roa4, Thousand Oaks, CA 91320 (Telephone: 1-800-
818-7243; E-mail: order@sagepub.com ; Web site: http:/ /sagesciencepress.com 
Practising Midwife (previously Modern Midwife) (11 issues a year) 2001 overseas . 
individual" subscription £64 surface, £82 air mail, institutions £145. The Practising Midwife Subs 
Dept., PROACT Marketing, Unit 9, Creykes Court, 5 Craigie Drive, Plymouth PL1 3JB, England 
(Web site: http://www.thepractisingmidwife.com ). 
Royal College of Midwives Overseas without insurance (only membership applicable for 
Canada) £83.50 p.a. due January 1. Includes monthly issues of the RCM Midwives Journal. 
Contact: RCM, 15 Mansfield Street, London WIG 9NH Web site: http://www.midwives.co.uk 
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Cost of Journals 
( 
. "When the publication process was a bricks-and-mortar operation, it might have been 
sense for researchers to surrender control and sign their copyright away to the big publishing 
houses, but with the Internet there is no reason that we shouldn't be doing this ourselves .... 
As a result of mergers and consolidations, the [publishing] industry is now dominated by 
a handful of large players who have utilized their market control to increase subscription rates at 
a pace far in excess of inflation~ 'The existing system was becoming untenable' Ziegler said, 
'Journal cancellations in university libraries became an everyday fact of academic life and it was 
inevitable that alternatives would arise'. One of these alternatives, it seems, is the e-journal. 
However, they are not yet viable solutions to the crisis in scholarly communication. The 
achieving and stability of digital content and preserving the integrity of digital back files are two 
issues of major concern. In addition, in most universities, articles in electronic journals do not 
carry the weight in tenure and promotion committees that articles in print journals carry. 
Nevertheless, a growing awareness of the issues associated with scholarly publishing is. 
percolating out of academic libraries .... Initiatives geared to facilitate scholar control over 
systems of communication, such as SP ARC in the United States [http://www.arl.org/sparc] and 
'Create Change', its Canadian counterpart [http://www.carl_abrc.ca] are positive signs. The 
academic community has been slow to awake to the crisis in scholarly communication." 
[Excerpt from: Board abandons commercial journal; Highlights crisis in scholarly 
communication. (2002, January). CAUT Bulletin, 49(1), A5.] 
Do we use Appropriate Terminology? 
"Renowned English poet Shakespeare once said, "What's _ in a name? That which we call 
a rose, by any other name would smell as sweet." Some people, however, believe that a name is 
everything. A flower is called a rose because of its typical color, smell and thorns. Therefore, a 
name brings significant meaning and signifies the object it refers to as it always relates to form, 
nature, substance or anything it reflects. So is a terminology. An appropriate use of a name, term 
and language is a conditioine qua non in mass communication. Communication will only occur if 
th~re is a common mental image. In an extreme example, it will be ridiculous and useless to 
communicate if someone says "mountain" for "a mass of very high land going up to a peak" but 
his listen~r construes it as flowing water. Or two persons communicate in different languages, 
with neither one uriderstanding the other. Therefore, a common understanding of words, terms, 
expressions or other means of communication is absolute in human relations. 
We can adapt a language by either making an adjustment to the lexical meaning through 
definition or direct translation. Communication ... frequently uses adapted terms which we 
presume to be standard and understood by all parties. We, however, frequently find that those 
terms we consider standard are frequently interpreted differently. It occurs due to, among other 
things, literal adaptation disregarding the lexical and etymological meaning in the language of 
origin (Excerpt from: Zeky Ambadar, The Jakarta Post, May 23, 2001). 
Have You Read? 
Midwifery and Related Topics 
Clinical issues. (200 1 ). Quality, outcomes, and cost [of obstetric care]. (A selection of 
articles). JOGNN, 3"0(1), 89-120. 
• 
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Clinical issues. (200 1 ). Cultural and international issues. (A selection of articles). 
JOGNN, 30(2), 209-245. 
Clinical issues. (2001). Health care policy. (A selection of articles including an article on 
national and international policies related to breastfeeding). JOGNN, 30(5), 523-551. 
Collington, V. (2001). The 3rd Zepherina Veitch lecture: Prepared for practice. RCM 
Midwives Journal, 4(8), 250-253. 
Kenner, B. (2001). Team midwifery: A midwife's perspective. ARM Midwifery Matters, . 
No. 90, 12-13. 
Klaus, M., & Kennell, J. (2001). Commentary: Routines in maternity units: Are they still 
appropriate for 2002? Birth, 28(4), 274-275. 
MacMillan, M. (2001). Centenary celebrations- a century of professional midwifery. 
RCM Midwives Journal, 4(1 0), 326-327. [On July 31, 1902, following 12 years of activity, Royal 
Assent was given for the Midwives Act in England. (Similar legislation was enacted in Scotland 
in 1915 and in Ireland in 1918). In 1910 a clause was added to the Insurance Bill guaranteeing 
mothers a choice of either a midwife or a doctor. A year of activity is planned for 2002 to mark 
100 years of advancement in professional midwifery. The programme features a celebration 
service at Westminister Abbey on May 30. A 2002 centenary calendar (£3.00) is available 
featuring midwives and midwifery over the past 100 years. Mother's Day scrolls will be available · 
for Mother's Day (March 10). An International Conference October 21-23, 2002, will involve 
distinguished speakers. For information contact: RCM, Public Affairs Office, Telephone 011-44-
20-7312-3564, or write: RCM, 15 Marsfield Street, London, Wl G 9NH. The 2002 membership 
fee for midwives in Canada is £83.50 (as UK insurance is not legally allowed in Canada)]. 
Rittley, D., & Porter, J. (2001). Exploring advanced directives in the OB setting. 
AWHONN Lifelines, 5(5), 10-12. 
Soderstrom, B.(2001). Midwifery in the North. Perinatal Newsletter, 18(3), 4-5. Also 
available from the PPPESO web site http://www.pppeso.on.ca . 
SOGC. (2001, October 23). News release: Specialty organization warns Health 
Committee that government should not be responsible for standards of practice and clinical 
guidelines. Ottawa, ON: Author. From http://www.sogc.org/ 
. The mother-friendly childbirth initiative. The first consensus initiative of the Coalition for 
Improving Maternity Services (CIMS). (2001). ARM Midwifery Matters, No. 91 , 32-33. [CIMS 
e-mail: info@motherfriendly.org , web site: http://www.motherfriendly.org ]. 
Transcultural resource guide. (2001). AWHONN Lifelines, 5(4), 58-59. [The American 
National Perinatal Association (NPA) is developing a series of education materials regarding the 
potential impact of culture and religion on the health and well-being of mothers, babies and 
families. See www.nationalperinatal.org or www.eplibrary.com for information]. 
Updated perinatal nursing text available. (2001). AWHONN Lifelines, 5(4),. 59. [The 
second edition of A WHONN's Perinatal nursing, edited by Kathleen Ric.e Simpson and Patricia 
A. Creehan, is now available. A WHONN members $44 US and nonmembers $50.60 US. See 
www.awhonn.org]. 
Wagner, M. (Undated). Midwifery in the industrialized world. From: 
http://www. babycottagehealth.corn! article.htm 
The UKCC has produced a position statement on strengthening and supporting the 
midwifery contribution to maternity care for women and their families. Copies of the position 
statement are available from the UKCC Distribution Dept., 23 Portland Place, London WIN 4JT 
of on the web site http://www.ukcc.org.uk 
Genetics · 
Familial cleft palate gene identified. (2001). RCM Midwives Journal, 4(11), 350. [A 
research team based at the Imperial College, London, has identified the TBX22 as the gene for 
familial cleft palate]. 
Lewis, J. A. (2001), Understanding genetics. Shaping the foundation for future nursing 
practice. AWHONN Lifelines, 5(2), 50-56. Excerpted from the author's Genetics, in the 
A WHONN Practice Monograph Series. ($17.50 US A WHONN members, $30 US for 
nonmembers). 
Antenatal 
Beamer, L. C .. (2001). Fetal nuchal translucency: A prenatal screening tool. JOGNN, 
30(4), 376-385. 
Bricker, L. (2001). Routine ultrasound screening in pregnancy- friend or foe? MIDIRS 
Midwifery Digest, 11(4), 440-444. 
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Briley et al. (2001). The vitamins in pre-eclampsia study. RCM Midwives Journal, 4(9), 
288-291. [This is a review of the Vitamins in Pre-eclampsia Study (VIPS), a randomised 
controlled trial investigating the effect of antioxidant supplementation in women at increased risk 
of pre-eclampsia]. 
Cunningham, E. (2001). Coping with bed rest. Moving toward research-based nursing 
interventions. AWHONN Lifelines, 5(5), 50-55. · 
Damato, E. G. (2000). Maternal-fetal attachment in twin pregnancies. JOGNN, 29(6), 
598-605. 
Davidson, K., Jacoby, S., & Brown, M. S. (2000). Prenatal perineal massage: Preventing 
lacerations during delivery. JOGNN, 29(5), 474-479. 
Gupton, A., Heaman, M., & Cheung, L. W-K. (2001. Complicated and uncomplicated 
pregnancies: Women's perception of risk. JOGNN, 30(2), 192-201, 
Heaman, M. 1., Sprague, A. E., & Stewart, P. J. (2001). Reducing the preterm birth rate: 
A population health strategy. JOGNN, 30(1), 20-29 . 
. Maloni, J. A., Brezinski-Tomasi, J. E., & Johnson, L.A. (2001). Antepartum bed rest: 
Effect upon the family. JOGNN, 30(2), 165-173. · 
National Institutes of Health. (2000, August 18). NIH consensus state. Antenatal 
corticosteroids revisited: Repeat courses. Kensington, MD: Author. Also see web site 
http://consensus.nih.gov · 
Neal, J. L. (2001). RhD isoimmunization and current management modalities. JOGNN, 
30(6), 589-606. 
New recommendations for recurrent miscarriage management. (2001). AWHONN 
Lifelines, 5(2), 14-15. 
Preventing fetal alcohol syndrome. (2001). AWHONN Lifelines, 5(4), 23-24. [The 
Federation of American Societies for Experimental Biology journal is repor_ting that long-chain 
alcohol blocks the mechanism of short-chain alcohol which leads to F AS]. 
Scott, H. M., O'Connor, K. 0. S., & Carr, P. A. (2001). Evaluation of a community-wide 
preterm birth prevention program. Canadian Journal of Public Health, 92(5), 328-330. 
Spellacy, C. E. (2001). Urinary incontinence in pregnancy and the puerperium. JOGNN, 
30(6), 634-641. [Other studies have found that it is pregnancy not vaginal birth that results in 
incontinence. This study had a small number of subjects]. 
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Steele, N. M., French, J., Gatherer-Boyles, J., Newman, S., & Leclaire, S. (2001). Effect 
of acupressure by sea-bands on nausea and vomiting of pregnancy. JOGNN, 30(1), 61-70. 
Ultrasound. (200I, Autumn). ARM Midwifery Matters, No. 90,44-47. 
Watson-Blasioli, J. (200I). Double-take. Defining the need for specialized prenatal care 
for women expecting twins: A Canadian perspective. AWHONN Lifelines, 5(4), 34-42. 
Labour and Birth 
Benjamin, Y., Walsh, D., & Taub, N. (2001). Professional development. A comparison of 
partnership caseload midwifery care with conventional team midwifery care: Labour and birth 
outcomes. MIDIRS Midwifery Digest, 11(4), 448-453. [Reprinted from Midwifery, 17(3), 234-
240]. . 
Canadian Perinatal Regionalization Coalition, Society of Obstetricians and 
Gynaecologists of Canada, Canadian Perinatal Education Programmes, Canadian Professional 
Associations. (2001, March). Fundamentals of fetal health surveillance in labour- Workshop 
prereading manual (2nd ed.). Available from ;E>PPESO for $20.00 each. Contact Celine Dugas, 
Programme Secretary. E-mail: pppesoinfo@pppeso.on.ca 
Clinical issues: Practice concepts of fetal heart assessment. [Principles and practices, 
legal implications, analysis, fetal pulse oximetry]. (A selection of articles). JOGNN, 29(6), 509-
548. 
Close pregnancies increase uterine rupture risk. (2001). AWHONN Lifelines, 5(2), 17. 
[Study reported in the February issue of Obstetrics & Gynecology on uterine rupture following 
cesarean section]. 
Downe, S. (2001). Assessing effective care in normal labor: The Bologna score. Abstract 
writer's comments. MIDIRS Midwifery Digest, 11(4), 501-502. [Original article was published in 
Birth, 28(2), 79-83. (See AMNL Newsletter No. 19, p. 11). Midwives were apparently not 
included in this study. The abstract writer recommends that this work be re-examined with the 
contribution of independent midwives and service users]. . 
Flamm, B. L. (2001). Vaginal birth after cesarean and the New England Jol!rnal of 
Medicine: A strange controversy. Birth, 28(4), 276-279. [This article considers the reported 
results from a review. of hospital charts noting the ICD-9 coding which concluded that uterine 
rupture could result from a VBAC, by Lyndon-Rochelle et al. New England Journal of Medicine, 
345, 3-8. The Journal's editorial was also misleading. There were many responses and the 
American College of Nurse-Midwives published a press release urging caution when interpreting 
these findings. It is also known that using lCD codes results are unreliable due to coding errors.] 
Hall, S. P. (200I/2002). Amniotomy. Necessary intervention or bad habit? AWHONN 
Lifelines, 5( 6), 36-41. 
Happlin, S. (Undated). Women and obstetrics: The loss of childbirth to male physicians. 
From http:/ I cyberbuzz.gatech.edu/nar/win95/ shira.html 
Hom, A. (2001, Summer). Statistics on shoulder dystocia. ARM Midwifery Matters, Issue 
89, 6~ 7. [Compares the few instances o( shoulder dystocia with the higher incidences of 
hysterectomy following a cesarean section, and the risk of maternal death following a cesarean 
section. If all women considered to be at risk for shoulder dystocia had a cesarean section then 
the complications of hysterectomy or maternal death would be increased. Some instances of 
shoulder dystocia may be due to management of the birth or to the position of the mother]. 
Howarth, G. R., & Botha, D. J. (2001). Selected Cochrane systematic reviews: 
Amniotomy plus intravenous oxytocin for induction of labour. Birth, 28(4), 281-282. 
Kelly, A. J., & Tan, B. (2001). Selected Cochrane systematic reviews: Intravenous 
oxytocin alone for cervical ripening and induction of labour. Birth, 28(4), 280-281. 
Klein, M. C., Grzybow~ki, S., Harris, S., Liston, R., Spence, A., Le, G., Brummen~orf, 
D., Kim, S., & Kaczorowski, J. (2001). Epidural analgesia use as a marker for physician 
approach to birth: Implications for maternal and newborn outcomes. Birth, 28(4), 243-248. 
Misoprostol for all? (2001, Spring). ARM Midwifery Matters, No. 88, 29-30. 
Oxygen via the cord. (2001, Autumn). ARM Midwifery Matters, No. 90,42-44. 
Porter, M. L. (2000). Fetal pulse oximetry: An adjunct to electronic fetal heart rate 
monitoring. JOGNN, 29(5), 537-548. 
Reeves, M. (2001). Building expertise. Making the case for fetal heart monitoring 
certification. AWHONN Lifelines, 5(2), 71-72. 
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Searing, K. (2001). Induction, post-date pregnancies. Exploring the controversy of who's 
really at risk. A WHONN Lifelines, 5(2), 44-48. 
Silverton, L. (2001). Why women choose caesarean section. RCM Midwives Journal, 
4(10), 328. [The rapidly rising caesarean section rate in the NHS is a key issue facing the 
maternity services. The World Health Organization has suggested that the rate for developed 
countries should be no more that 15%. The UK rate is in excess of 20%, but many individual 
units far exceed that. Do mothers really give an informed consent?] 
Simpson, K. R., & Porter, M. L. (2001). Fetal oxygen saturation monitoring. Using this 
new technology for fetal assessment during labor. AWHONN Lifelines, 5(2), 26-33. 
Infections, Immunizations 
Boyne, L. (2001). Continuing professional development. Meningococcal infection. 
Primary Health Care, 11(3), 43-49. 
Clinical issues. (2001 ). Perinatal infections. (A selection of articles). JOGNN, 30(6), 642-
673. 
Lake, M. F. (2001). Tuberculosis in pregnancy. This old disease is presenting new 
challenges. AWHONN Lifelines, 5(5), 35-40. 
No evidence has been found to show an association between measles, mumps and rubella 
immunization (MMR) and autism. The study is available at 
http://www. pediatrics. org/ cgi/ content/full 
Neonatal Care 
Caring for newborn skin. (2001). A WHONN, NANN release practice guidelines, 
presentation package. AWHONN Lifelines, 5(4), 60-61. [Guidelines are $30 US for A WHONN 
and NANN members, $45 US for nonmember·s. Slide presentation packages are $90 or $120. 
respectively, CD-ROM presentation packages are $50 or $75 respectively. See A WHONN web 
site at www.awhonn.org ]. 
Clemmens, D. (2001). The relationship between social support and adolescent mothers' 
interactions with their infants: A meta-analysis [of 13 studies]. JOGNN, 30(4), 410-420. 
Colson, E. R., Bergman, D. M., Shapiro, E., & Leventhal, J. H. (2001). Position for 
newborn sleep: Associations with parents' perceptions of their nursery experience. Birth, 28(4), 
249-253. 
Crawford, D., & Power, K. (2001). Neonates on the edge of survival. MIDIRS Midwifery 
Digest, 11(4), 540-543. [Reprinted from Paediatric Nursing, 13(5), 16-20. Difficult and 
challenging clinical situations require careful reflection using ethical and legal frameworks]. 
' 
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Dexamethasone poses risk of intestinal perforation in newborn. (~00 I). AWHONN · 
Lifelines, 5(2), 14. [A large, comprehensive study by the National Institute ofC~ld Health and 
Human Development (NICHD) was reported in the January 11 issue of the New England Journal 
of Medicine. The study found that dexamethasone given neonatally to preterm babies interfered 
with their growth, increased their blood sugar and their blood pressure, increased the incidence of 
spontaneous perforation of the intestines, and did not prevent chronic lung disease]. 
Dodds, L., & Seviour, R. (2001). Congenital anomalies and other birth outcomes among 
infants born to women living near a hazardous waste site in Sydney, Nova Scotia. Canadian 
Journal of Public Health, 92(5), 331-334. 
Dyck, R. F., Klomp, H., & Tan, L. (2001). From "thrifty genotype" to "hefty fetal 
phenotype"; The relationship between high birthweight and diabetes in Saskatchewan registered 
Indians. Canadian Journal of Public Health, 92(5), 340-344. 
Gagnon, A. J., Waghorn, K., & Jones, M.A. (2001). Indicators nurses employ in deciding 
to test for hyperbilirubinemia. JOGNN, 30(6), 626-633. [Newborns are over tested for bilirubin. 
Indicators used by nurses in deciding to test a healthy newborn for total serum bilirubin are the 
presence of jaundice and feeding frequency. Unnecessary testing of bilirubin levels in newborns 
may lead to pain in newborns, harmful emotional sequelae in parents, and wasted scarce 
resources]. 
Hind et al. (2001). The newborn hearing screening programme. RCM Midwives Journal, 
4(1 0), 334-335. 
Lund, C. H., Kuller, J. et al. (2001). Neonatal skin care: Evaluation of the 
A WHONN/NANN research-based practice project on knowledge and skin care practices. 
JOGNN, 30(1), 30-40. . 
Lund, C. H., Osborne, J. et al. (2001). Neonatal skin care: Clinical outcomes of the 
A WHONN/NANN evidence-based clinical practice guideline. JOGNN, 30(1 ), 41-51. 
Mellien, A. C. (2001)~ Incubators versus mothers' arms: Body temperature conservation 
in very-low-birth-weight premature infants. JOGNN, 30(2), 157-164. 
Reutte~, L. I., Dennis, D. N., & Wilson, D. R. (2001). Young [18-30] parents' 
understanding and actions related to the determinants of health. Canadian Journal ofPu~lic 
Health, 92(5), 335-339. 
Ruiz, R. J., Brown, C. E. L., Peters, M. T., & Johnston, A. B. (2001). Specialized care for 
twin gestations: Improving newborn outcomes and reducing costs. JOGNN, 30(1), 52-60. 
The Oski Symposium: Current thinking in toddler nutrition. (2000, October). Hosted by 
the Royal College of Physicians and jointly sponsored by SMA Nutrition and Wyeth Nutritionals 
International. Discussion included that rickets and anaemia are on the increase. Childhood 
malnutrition was related to poor weaning practices, failed education campaigns, and cow's milk 
potentially endangering the long-term health of UK infants and toddlers when prematurely 
introduced into their diets. Dr. Harris, Royal London Hospital, mentioned the nutritional benefits 
of breastfeeding, which was not reported for the other five international speakers. 
Zochodne, B., Brown, D. K., & Dort, J. C. (2001). Making the case: Universal newborn . 
hearing screening programs. Canadian Nurse, 97(4), 23-26. 
Over 8 million babies in the world die before reaching the age of one month. A copy of 
The State of the World's Newborns is available at http://www.savethechildren.org 
Postpartum 
Martell, L. K. (2001). Heading toward the new· normal: A ·contemporary postpartum 
experience. JOGNN, 30(5), 496-506. . 
Steen, M., & Marchant, P. (2001). Alleviating perineal trauma- the APT study. RCM 
Midwives Journal, 4(8), 256-259. [The results of this clinical trial, involving 316 mothers, 
provided evidence that a specially designed cooling gel pad can comfortably alleviate the 
symptoms of perineal trauma and the associated pain during the first two weeks following 
childbirth]. . 
Steingraber, S. (2001). Having Faith: An ecologist'sjourney to motherhood. Toronto: 
Perseus publishing. [Faith is the name of her first child, now 3 years old]. 
Breastfeeding 
Breastfeeding cuts breast cancer risk by 50 percent. Yale study shows benefits for those 
breastfeeding for two or more years. AWHONN Lifelines, 5(2), 13. [Research carried out by 
Zheng published in the American Journal of Epidemiology. Another study published in the 
Journal of the American Medical Association "offers some of the best evidence to date that 
breastfeeding makes healthier babies". The American Academy of Pediatricians recommends 
breastmilk alone until six months and breastfeeding until at least one year of age. See 
www.aap.org]. 
14 
Evidence-based clinical practice guideline: Breastfeeding support: Prenatal care through 
the first year. AWHONN Lifelines, 5(2), 12. [AWHONN clinical guideline EBG-BF see 
www .awhonn.org] 
Harris, R. (2001). Promoting breastfeeding in Northern Ireland. Primary Health Care, 
11(2), 40-44. 
Hawkins, A., & Heard, S. (2001). An exploration of the factors which may affect the 
duration ofbreastfeeding by first time mothers on low incomes- a multiple case study. MIDIRS 
Midwifery Digest, 11(4), 521-526. 
Henderson, A., Stamp, G., & Pincombe, J. (2001). Postpartum positioning and 
attachment education for increasing breastfeeding: A randomized trial. Birth, 28(4), 236-242. 
McCarter-Spaulding, D. E., & Kearney, M. H. (2001). Parenting self-efficiency and 
perception of insufficient breast milk. JOGNN, 30(5), 515-522. 
Stockdale, J. (200 1 ). A measure of intention: The theory of planned behaviour applied to 
breastfeeding. RCM Midwives Journal, 4(10), 330-333. [Aizen and Fishbein (1980) developed 
the theory of planned behaviour. In this study it was found that using this theory did not 
sufficiently explain the variance in behaviour in relation to infant feeding.] 
Sexuality and Family Planning 
AIDS from the beginning. (200 1 ). NIH launches an online oral history project to 
remember. AWHONN Lifelines, 5( 4), 12-17. [See web site: http:/ /aidshistory.nih.gov ] 
Barron, M. L., & Daly, K. D. (2001). Expert in fertility appreciation: The Creighton 
model practitioner. JOGNN, 30(4), 386-391. [The Creighton Model was introduced in 1980 as a 
standardized modification of the Billings method of natural family planning. There is a method 
effectiveness of99.5% and a use effectiveness of96.8% for .avoiding pregnancy. This Model is 
used to achieve or avoid pregnancy and to aid in detecting and treating infertility and other 
gynecologic disorders. It explores many dimensions of sexuality and has a profound impact on 
the couple's relationship and on the family]. 
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Tinkle, M., Reifsnider, E., & Ransom, S. P. (2001/2002). Why women quit using depo-
provera? A quality assurance problem. AWHONN Lifelines, 5(6), 36-41. 
Women's Health 
Dargie, L. (2001). Primary care trusts: An agenda for change. Primary Health Care, 
11(3), 16-18. [Arthritis "is the foremost contributory factor relating to work-limiting health 
problems, long-standing illness, and sickness absence in the UK". (Department of Health. 
(1996). Burdens of disease: A discussion document). Medical costs alone are estimated to 
account for 8% of health service and related expenditure. Little investment in a condition that 
carries little mortality, limited prevention potential and affects a middle-aged to older 
population]. 
Estrogen doesn't prevent second strokes. (200 1/2002). A WHONN Lifelines, 5( 6), 15-17; 
79-82. [Heart disease is the number one killer in the US. Once diagnosed women have a poorer 
prognosis and life expectancy than men. Women are more likely than men to have a stroke 
within six years of a heart attack. Women whose husbands have heart disease share many of the 
same risk factors. Postmenopausal women should have a stress test or an EKG as part of an 
annual check-up according to Cardiovascular Health Initiative on http://www.awhonn.org. Also, 
see: Viscoli et al. (200 1 ). New England Journal of Medicine, 345(17), 1243-1249]. 
Health warning for night workers. (2001). RCM Midwives Journal, 4(11), 350. 
[According to a recent study by the Health and Safety Executive (HSE), night shift workers face 
chronic risks to their mental and physical health. The HSE commissioned a study of the 
usefulness of self-help guides aimed at shift workers, and found that the changes in attitudes and 
behaviour were negligible. Reports of the HSE research are available at http://www.hse.gov.uk]. 
Holmes, H. (2001, Summer). Vaginismus. ARM Midwifery Matters, Issue 89, 18-22. 
Kim, K. H., & Lee, K. A. (2001). Symptom experience in women after hysterectomy. 
JOGNN, 30(5), 472-480. 
Orshan, S., Furniss, K. K., Forst, C., & Santoro, N. (2001). The lived experience of 
premature ovarian failure. JOGNN, 30(2), 202-208. [Affects up to 5% of women under 40]. 
Quitting smoking harder for women than men. (2001. Research clarifies why it's harder 
for women to kick nicotine. AWHONN Lifelines, 5(4), 18-19 
Ricci, C. A. (2001/2002). Dysfunctional defecation. "Why 'Jane" can't poop". AWHONN 
Lifelines, 5(6), 50-55. [Pelvic floor health, pelvic prolapse, and a list of web sites]. 
Single [cocaine] drug exposure can alter brain function. AWHONN Lifelines, 5(4), 22. 
Stichler, J. E., Noonan, M.D., Jones, M. L., Looker, P., & Weiss, K. (2001/2002). 
Thinking strategically about women's health: A dynamic three-part series. AWHONN Lifelines, 
5(6), 42-48. [The manager and the CEO, or executive team, may share a common goal but speak 
different languages and have very different priorities]. 
Research 
Jackson-Baker, A., & Rosen, N. (2001). Start here with NeLH. · RCM Midwives Journal, 
4(11), 368. [The National Electronic Library for Health (NeLH) pulls together over 70 electronic 
resources, ranging from bibliographic databases like Medline and the Cochrane Library to 
internet discussion groups such as Nurse Prescribing, and a dedicated midwives web site 
www.nelh.nhs.uk/midwife . For a full index of all the resources see www.nelh.nhs.uk/a-zlist 
(For those not in the NHS there are restrictions for six of the 70 resources). Interestingly NHS 
staff in Wales have access to www.wales.nhs.uklresources.cfm and in Scotland 
www.show.scot.nhs.uk). Editor: Perhaps Canada should. follow this example with each 
province/territory having their own access]. 
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Jowitt, M. (2001). Problem with RCTs and midwifery. ARM Midwifery Matters, No. 91, 
9-10. [Randomised controlled trials (RCTs)]. 
Taylor, M. (2001). Thoughts on science, RCTs and midwifery knowledge. ARM 
Midwifery Matters, No. 91, 3-8. [Randomised Controlled Trials (RCTs)]. 
A Few Thoughts and Ramblings from the AOM Emergency Skills Workshop by Rachel 
Munday 
As part of my continuing professional development I attended the Association of Ontario 
Midwives Emergency Skills Workshop, October 1-2,2001. The cost of the workshop was $325 
and it was held in a very pleasant building at Ryerson, Toronto. We were well fed and watered 
throughout the workshop. 
Owing to the vagaries of the Northern Postal System and the sad events of 11th 
September, I didn't receive the workbook until 27th September, so had only 3 days in which to 
read and study it. This didn't prove to be a problem as the workbook is well-written and easy to 
read. I read it on the plane between Kugluktuk and Toronto about 6 hours flying time. It's easy 
to keep going when you've got nothing else to do except watch clouds, and the trip was 
prolonged by an unexpected detour to Cambridge Bay, which added a further 3 hours flying time 
so about 8-9 hours of reading. 
There are 6 chapters dealing with 6 different situations. 
1) Urgent Concerns Regarding Fetal Well-being (Fetal Distress renamed) 
2) Malpresentations and Cord Prolapse 
3) Antepartum and Postpartum Hemorrhage 
4) Shoulder Dystocia 
5) Undiagnosed Breech 
6) Undiagnosed Twins 
One Appendix deals with Anaphylaxis (a situation I've never encountered in a normal pregnant 
woman in relation to drugs administered, although I have dealt with a woman who had frequent 
anaphylactic reactions and then became pregnant, which exacerbated her adverse reactions). The 
second Appendix contains relevant CMO documents, including the Indications for Mandatory 
Discussion, Consultation and Transfer of Care, a list of essential equipment, supplies and 
medications for midwives, indications for planned place of birth, what to do when the client 
requests care outside of midwifery standards of practice. 
I was very interested to meet midwives from all over Canada from BC, Alberta, 
Saskatchewan, Manitoba, Ontario and Quebec. When discussing with the Quebec midwives, two 
of whom had worked in Povungnituq, on the subject of post-partum hemorrhage, I came across 
the notion that "native women bleed more postpartum". Interestingly I have never recognized 
this myself in 10 years of "northern practice" and I don't think the statistics in Goose Bay at the 
time I was there bore this out either, regardless of whether you have a physiological or managed 
third stage (and remember that the Hinchinbrook trial recommends managed third stages for 
women giving birth IN HOSPITAL). (Another discussion there!) Personally, I think it's a bit of 
a self-fulfilling prophecy along the lines of "redheads bleed more", or it may have been related to 
women of bygone years who were less well-nourished and had less prenatal care than currently. 
Most of my "bloodless" deliveries have been with Inuit women. An interesting study for the 
future perhaps. 
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The first morning was spent in brief and lively lectures~ going over each chapter and 
situation. Each chapter had been written by a team of2 or so midwives and one of those 
midwives was generally there to present it. There was some time for discussion of differing 
individual practices. During the discussion on undiagnosed twins I was able to tell the story of 
my younger sister, also a midwife in England, who had the great privilege to be the second 
midwife, as a student, at a known twin delivery, along with the community midwife and the 2 
paediatricians who were waiting to care for the twins, if needed. As paediatricians and Dad 
started off to SCBU (Special Care Baby Unit) with 2 somewhat smaller than expected 4lb twins, 
the Community Midwife shouted, "Come Back there's another one" which turned out to be a 7 
lb triplet, undiagnosed, in spite of one or two ultrasound scans. This illustrated one of the points 
beautifully, which was that if you have a baby(ies) that appear(s) to be a lot smaller than what 
you had palpated or expected, just hold off on the oxytocin until you're sure the uterus is empty. 
My sister and that Community Midwife must be some of the few midwives in Britain now who 
have been present at a spontaneous vaginal triplet birth! Other midwives had equally fascinating 
twin stories to tell. I think we learnt a lot just from listening to each other's experiences. 
The afternoon was spent in practice sessions and all 18 midwives in attendance, due to 
some very good organization, had the chance to go around, in groups of3, to each of the 6 
stations to discuss and practice each case scenario and manoeuvres. Some of the midwives who 
were helping with the workshop were also the instructors and examiners for the next day. Two 
midwives were at each station, so one could play the part of the woman. They were both very 
helpful in giving feedback on decision making and the physical manoeuvres. As we discussed at 
the time, with the Consensus on Breech Management at Term, it is now very unlikely that many 
midwives, GPs or obstetricians are going to get much practice at delivering breech babies 
electively, so the chance to practice the various manoeuvres that might be needed is becoming 
more important. 
The second morning was spent writing a quite lengthy exam, with multiple choice or 
true/false answers. This is marked, and added to the marks from the practical scenarios. It will 
take about 6 weeks to get the final result. Plenty of time was given for the written exam. 
Following the written exam we then proceeded singly, around each of the 6 stations, to work 
through similar scenarios to the ones we had practiced the day before. With 10 minutes at each 
station, this was all accomplished in a long morning. The examiners were extremely good at 
putting you at ease and helping you along. There was time with some scenarios to discuss what 
you had said and done afterwards, so you had a good sense of how you were doing as well. I'll 
let you all know if I pass! 
In my current position as Nursing Practice Consultant and the only midwife in town, I am 
only called to the Health Centre here for "obstetrical" emergencies, so this workshop was highly 
relevant to my current practice. I thoroughly enjoyed this workshop and would highly 
recommend it to anyone else who gets the chance to take it. And, as an afterthought, if I print 
out this "rambling" for myself, I can include it in my professional portfolio, as evidence of 
Continuing Education and also some reflection on the workshop and learning itself. 
College of Registered Nurses 
In Nova Scotia on January 2, 2002, a new Registered Nurses Act was proclaimed into law. 
According to this new act, and effective immediately, the Registered Nurses Association ofNova 
Scotia will be known as the College of Registered Nurses ofNova Scotia. 
E-mail: info@crnns.ca ; web site: http://www.crnns.ca . 
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ICM supports the 54th World Health Assembly (WHA) Decision on Extended Breastfeeding 
A landmark resolution recommending that infants be exclusively breastfed for six months 
was passed at the 54th World Health Assembly (WHA) on May 18,2001. The ICM supported 
the resolution with a statement welcoming the approach to the decision by systematic review of 
data and calling for further research into the factors influencing women's decisions around 
exclusive breastfeeding. While maintaining a strong belief that successful breastfeeding starts 
with a sound preparation during pregnancy, the ICM pointed out that more data to underpin the 
guidelines for that preparation, are much needed. 
The ICM contribution also highlighted the role of the midwife in the successful 
achievement of exclusive breastfeeding: "As a key health care provider during the childbearing 
years of a woman, she has insight into women's lives and the opportunity to be a continuing 
source of information and inspiration to those who (wish to) breastfeed. The continuum of care 
she provides ... gives her a wealth of knowledge regarding the constraints and successes of 
breastfeeding women in low-resource settings". 
The WHA resolution settles a seven-year controversy over the optimal duration for 
exclusive breastfeeding. Clarity on this issue will support policies aiming to improve infant 
health and decrease rates of mortality and morbidity globally. The new Resolution also contains 
important protective clauses regarding baby food promotional practices such as health claims 
and internet advertising and addresses other issues such as human rights. In the debate, speaker 
after speaker stressed the need to do more to protect breastfeeding, especially during the first six 
months of life. 
The new Resolution urges Member States to: 
"Support exclusive breastfeeding for six months as a global public health 
recommendation taking into account the findings of the WHO Expert Technical 
Consultation on optimal duration of exclusive breastfeeding and to provide safe and 
appropriate complementary foods, with continued breastfeeding for up to two years or 
beyond". 
The new Resolution was first put forward by Brazil in May 2000, one of the 62 countries which 
already have "6 months" as a national policy and a country which has led the research into 
breastfeeding. 
[ICM statement to the WHA Press release from IBFAN, 18 May 2001]. ((2001, May/June). 
International Midwifery, 14(3), 12). 
Snippets from the UK News (Daily Telegraph unless otherwise stated). Collected by Pearl 
Herbert while she was on vacation. 
Weather. Really white Christmases, where at least 50% of Britain experiences snow 
cover, are rare. There have been two recent ones, 1938 and 1981, and in 1927 a snow storm 
started late on Christmas Day. An article about changing climate, floods and heat waves during 
the past year, ended by stating that the year was 1901, not 2001. "The purpose of this exercise is 
to illustrate that weather-wise, there is nothing new under the sun". 
Help the Aged reported that last winter, between December 2000 and March 2001, more 
than 20,000 people over 65 years died. The highest number of deaths was in the North West 
(3,600) and the lowest number in the North East (1,400). In the UK there are more winter deaths 
than in countries with colder climates (December 28, 2001, p. 11 ). 
" 
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Money. Elizabeth Fry, the 19th century prison reformer, will become the second woman· 
(other than the queen) to appear on a British bank note. She will be on the new £5 note 
(December 17, 2001, p. 6). Between 1975 and 1992 Florence Nightingale was on the £10 note 
(December 19, 2001, p. 6). Incidentally, I had to go to the main Bank to change some bank notes 
which had been reissued during the year with new silver watermarks. 
Pregnancy. An Italian woman gave birth to a daughter while still pregnant with triplets, 
due in March. The mother denied having taken hormones. Superfetation (fertilisation occurring 
during a pregnancy) is a rare condition. Only 25 such cases have been recorded. Usually the 
other fetus(es) is born soon after the first birth (December 18, 2001, p. 3). 
It is estimated that 30 women a year commit suicide, mostly by violent methods, before 
their baby's first birthday, as a result of postnatal depression or other psychiatric problems 
(December 6, 2001). 
National Health Services. The British government is giving £100 million to modernize 
services on maternity wards (October 11, 2001). 
When employed, workers make contributions towards a pension, and if they are sick 
they do not have to pay for hospital care. But, pensioners who are in a hospital more than a total 
of 6 weeks have to pay back 20% of their income, which in longer hospital stays increases to 
60%. The Prime Minister supports the view that the state should not have to pay twice for food 
and other living costs. Many members of Parliament, and organizations such as the British 
Medical Association and the Royal College of Nursing, are supporting Age Concern in trying to 
get this policy changed as "older people are being penalised for being ill". This only provides the 
government with a small sum of money. The web site for Age Concern England is: 
http://www.ace.org.uk (December 28, 2001, p. 24). 
Nutrition. The reason why people want to sleep after a Christmas dinner is that "both 
turkey and dairy products are high in the amino-acid tryptophan, a naturally occurring sedative. 
A glass or two of wine will only heighten the effect. Problems of wind are all down to gaseous 
contents of sprouts and the body's inability to absorb so much carbohydrate in a single session". 
Staying awake in front of the television bums off20 calories an hour compared with none if 
asleep. Information obtained from Science Line, the government's phone and Internet service for 
scientific questions (December 21, 2001, p. 6). 
Nestles has acquired the rights to the US Haagen Dazs brand of ice cream, by paying 
General Mills $641 million US in cash for the half of the Ice Cream Partners USA that it did not 
already own (December 28, 2001, p. 33). 
"The makers of Marmite are to celebrate its 1 OOth anniversary by producing a limited 
edition replica of the jar used when the yeast spread was created in 1902, the year of 
Edward VII's coronation". 
Drugs. "Human beings were not the first to use recreational drugs. Some apes take 
stimulants and hallucinogens, sometimes munching roots that now show promise in treating 
human addicts". Ranging "from a pick-me-up of the kind found in coffee to hallucinogens" 
reported in African Study Monographs. They use rough leaves to sweep parasites out of the gut, 
bitter pith from Vernonia amygdalina which protects against parasites responsible for malaria 
and dysentery, seeds from kola trees which contain caffeine and theobromine which prevent 
fatigue, alchorneafloribunda root which is an intoxicant and aphrodisiac followed by deep 
depression, and Tabernanthe iboga root as a drug detox (December 26, 2001, p. 9). 
The New Scientist reported that fizzy wine speeds up absorption of alcohol into the blood 
stream. Shallow goblets have a large surface area so that the bubbles dissipate quickly, whereas 
flute shaped glasses preserve the fiz (December 20, 2001, p. 5). 
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Polyphenols in red wine from grape skins or seeds inhibit the production of endothelin-1 
which constricts blood vessels and stimulates cell proliferation. White and rose wines have no 
such effect. The journal Heart reported that commencing drinking in middle-age does not reduce 
the rate of dying from heart disease, but can increase the risk of dying from cancer by 40% 
(December 20, 2001, p. 5). 
Tea drinking has been associated with a lower risk of myocardial infarction due to the 
increase in plasma antioxidant activity. The adding of milk may decrease this effect. (Arens, U. 
(2001). Dietary antioxidants in the prevention ofCHD. Primary Health Care, 11(3), 25-28.) 
The Food Standards Agency reported that although the effects of caffeine have not yet 
been conclusively proven, an intake above 300 mg a day has been linked to low birth weight and 
spontaneous abortion. "That amount of caffeine is roughly equivalent to four cups or three mugs 
of instant coffee, three cups of brewed coffee, six cups of tea, eight cans of cola, four cans of so-
called 'energy drinks', or eight 50 g bars of chocolate". (One bar of chocolate, three cups of tea, 
a can of cola and a cup of instant coffee provides 300 mg of caffeine) (October 11, 2001 ). 
Neonatal. Just before Christmas the Chancellor of Exchequer's (Minister of Finance) 
wife had an emergency cesarean birth of a 33-week gestation baby girl, after "scans showed that 
levels of amniotic fluid ... were low". The baby was to be given artificial surfactant to help her 
breathing. She was underweight, at the weight expected of a 28-week gestation baby (2 lb. 2 oz). 
It was predicted that "if the baby has made a good start and is in good condition she should do 
very well". "Every year about 60,000 premature or sick babies are born who need special care. 
That is about 10 percent of all births. In addition, 15,000 babies need intensive care" (December 
29, 2001, p. 3). Sadly, about 2 weeks later the baby had a ventricular bleed and died shortly 
afterwards. 
Genetics. Fletcher Christian, the leader of the mutiny on the Bounty, may have been 
responsible for the spread ofneuroferritinopathy, a genetic condition that mimics Parkinson's 
and Huntington's diseases. It does not appear until a person is in their late 50s. In Cumbria 
(Christian's home area), this disease had been known for many years before it appeared on 
Pitcairn Island. There is a 50:50 chance that people who carry the disease will pass it onto their 
children (December 27, 2001, p. 9). 
An American study of 1 00 sets of twins found that chronic fatigue syndrome is not likely 
to be an inherited complaint, "despite the fact that there was evidence that depression or anxiety 
disorder, found in 50 percent to 75 percent of fatigued patients, may have a genetic link. They 
found that both identical and non-identical twins with fatigue were significantly more depressed, 
anxious, preoccupied with physical health and socially dysfunctional than their non-fatigued 
twin". The British Journal of Psychiatry stated that there is plenty of evidence for a genetic link 
with depression from other twin studies, but the depression linked with chronic fatigue is 
different. It does not respond well to anti depressants and there is evidence of hormonal disorder, 
which suggests that chronic fatigue syndrome is a disorder distinct from depression (January 1, 
2002, p. 6). 
Miscellaneous. An unchanging institution is the Rupert Bear Annual . The latest is 
number 66. Enid Blyton's Noddy books have become dated and attempts to revise them for 
todays readers are not very successful (December 31, 2001, p. 23). 
The university drop out rate is I in 5, highest in those universities with the largest 
proportion of students from the lowest social classes, for which the universities receive extra 
funding. The drop out rate is lowest for universities that admit both the lowest proportion of 
students from the lower social classes and from state schools and colleges. The 20% who fail to 
graduate cost the taxpayer about £275 million a year. There are 77% of students who graduate 
from the institution at which they initially register. About 5% transfer to another institution from 
which they may, or may not, graduate. The government has a "target of 50o/o of those under 30 
.. 
: 
• 
• 
participating in higher education by 201 0". The web site of the Higher Education Funding 
Council for England is: http://www.hefce.uk/pi (December 19, 2001). There were also articles 
and letters about students being unable to do maths when they reached universities. The 
secondary school maths programs are being blamed for this. 
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For those who want to look for information about their ancestors, the 1901 census for 
England and Wales is on the Internet at http://www.pro.gov.uk/census. The population was then 
32.5 million with 558 people/sq. mile. Today there are 52.7 million people with 900 people/sq. 
mile (January 1, 2002, p. 13). 
Those who are going to the UK this coming summer should be aware of a long holiday 
weekend. As this is the Golden Jubilee ofHM Queen Elizabeth II there is an additional UK Bank 
Holiday on June 3. The usual late May Bank Holiday has been transferred to Tuesday, June 4, 
2002. There are also several special museum displays for the occasion. 
Nose Test for Down's Syndrome- BBC-on-Line, November 16, 2001 
The researchers scanned hundreds of foetuses. A simple check for the presence of a bone 
in the nose could more accurately test unborn babies for Down's syndrome. Researchers say 
combining the nose test with existing screening methods could lead to a five-fold reduction in 
the number of miscarriages linked to the dangerous invasive procedure used to confirm Down's 
syndrome. The procedure, which involves extracting amniotic fluid for testing by inserting a 
needle into the abdomen, carries a 1% to 3% risk of miscarriage, depending on what technique is 
used. The nose test is based on the simple premise of checking the fetus for the presence of the 
nasal bone between 11 and 14 weeks into the pregnancy. Absence of the bone at this stage in 
pregnancy is linked to Down's syndrome. About one in 1,000 babies are born with Down's 
syndrome. It is caused by the presence of an extra chromosome in a baby's cells. Prenatal 
diagnosis of Down's syndrome involves the identification of three copies of chromosome 21, 
known as trisomy 21. The methods currently available- based on age of mother, blood test, and 
nuchal translucency, which measures the build up of fluid at the back of the neck- are, if 
combined, 75% sensitive to the presence of Down's syndrome. But some women have 
"'false-positive" results, and have to undergo the dangerous invasive test unnecessarily. Older 
mothers have a higher chance of having a baby with Down's syndrome, though age alone is the 
least accurate predictor. If the nasal bone test was also used alongside age and the nuchal scan, 
the accuracy of prediction could increase to 85% or more, scientists say. 
Miscarriage reduction. Professor Kypros Nicolaides, of London's Harris Birthright 
Research Centre for Fetal Medicine at Kings College Hospital School of Medicine, led the 
research. The team looked at 700 fetuses aged between 11 and 14 weeks between January and 
October this year. Research ·published in the Lancet indicated nasal bone was found to be absent 
in 73% of 59 foetuses later found to have Down's syndrome, and in just three (0.5%) of 603 
chromosomally normal fetuses. Fetuses without a nasal bone were estimated to be around 150 
times more likely to have trisomy 21, compared with normal fetuses. Professor Nicolaides said: 
"Our study suggests that examination of the fetal profile at 11-14 weeks could have major 
beneficial implications." In addition to improving the accuracy of prediction to 85%, combining 
the nose test with maternal age and the nuchal translucency test could reduce the false-positive 
rate from 5% to 1%. That, say the researchers, could mean a five-fold reduction in the rate of 
miscarriage from invasive testing. 
Benefits. Professor Howard Cuckle, writing in the Lancet, said testing fetuses in the first 
trimester rather than the second had a number of benefits. "These benefits include, for some, an 
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early diagnosis with consequent safer and less traumatic therapeutic abortion, and, for most, an 
earlier reassurance." He called on the Department of Health, which is developing a national 
Down's syndrome screening programme focusing on second trimester testing, to take note of this 
research. A spokeswoman for the Down's Syndrome Association said it accepts that prenatal 
testing for Down's syndrome is now a routine part of ante-natal care. She added: "However, we 
strongly believe that any programme of testing for a genetic condition must be accompanied by 
non-directive counselling. Individuals can then make a decision based on full and accurate 
information. "Appropriate support must be provided regardless of the choices made." 
Women's Health Network Newfoundland and Labrador (whnmun@mun.ca) 
220 LeMarchant Rd., Suite 501, St. John's, NF A1C 2H8, phone I fax: (709) 777-7435. From 
womenshealthinthenews.com 
Osteoporosis. In the winter, women who live in northern countries, such as 
Canada, need higher vitamin D intake in order to prevent osteoporosis. Toronto doctors 
researched blood levels of vitamin Din women between the ages of 18-35 over the course of the 
year. They found insufficient vitamin D levels in 21% of the women who didn't take 
supplements, in 26% of women who reported some vitamin D intake, and in 20% of women who 
consumed more than 200 IU of vitamin D. They attribute this deficiency to lack of sunlight and 
recommend that daily vitamin D requirements be increased for this population. [European 
Journal of Clinical Nutrition (2001;55:1091-1097)] 
Pregnancy. ACOG announced new guidelines for air travel for pregnant women. In the 
absence of medical or obstetric complications, air travel is safe up to 36 weeks gestation. Those 
at risk for preterm delivery, those with poorly controlled diabetes, and those with placental 
abnormalities are advised not to travel by air while pregnant. Women with heart problems 
should be prescribed supplemental oxygen while flying to reduce discomfort caused by changes 
in cabin pressure. Pregnant women should avoid consumption of beans, sodas and other gas-
producing foods since gas expands with increasing altitude. To prevent fluid accumulation in 
the legs, pregnant women should wear suppoq stockings, and periodic leg exercise is 
recommended to prevent blood clots. [Reuters News Service, December 12, 2001)] 
Questions and Answers from BBC-on-Line 24 October, 2001 
Babies 'risk cot death in hospital'. The eye-catching sticker aims to educate mothers on 
the risks of cot death. Most maternity units in Britain are failing to follow basic guidelines to 
avoid cot death, a leading charity has warned. The Foundation for the Study of Infant Deaths 
(FSID) conducted a survey in 83 maternity units throughout the UK during 2000. It found that 
97.6% of maternity units were too hot, many babies were not routinely put to sleep on their 
backs and in many hospitals mothers were not given the necessary information. In response to 
the survey the charity has produced an eye-catching sticker to be placed on hospital cots advising 
mothers of the necessary precautions they need to take. The cartoon stickers, which have now 
been sent to hospitals throughout the UK, show that babies should sleep on their backs and that 
overheating is risky for cot death. 
'Alarming'. The study found the temperature in 97.6% of maternity units was too hot. The 
optimum temperature for a baby is between 16 and 18 degrees Fahrenheit. It was also discovered 
that a large number of babies were not being routinely put to sleep on their backs. In four of the 
hospitals surveyed babies were put to sleep on their sides, in one it varied. But most alarming 
was the fact that two maternity hospitals did not know what position babies were placed in to go 
• 
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to sleep. In a third of hospitals there were no set guidelines in place to give new mothers advice 
on how to avoid cot death. Seven babies die from cot death every week in the UK. 
Conflicting messages, Sarah Kenyon, communications manager at FSID, said: "There are 
very conflicting messages coming out of this report. "Midwives obviously do a very good job 
and often do not have control of things such as temperature on the wards. "They also do not 
always have the resources to sufficiently advise parents on cot death. "There should be some 
kind of protocol which ensures all mothers get the necessary information." One midwife, Debra 
Kroll, said: "These cartoon stickers are giving midwives a helping hand in getting this vital 
advice across effectively. "This will make a real difference because this early contact determines 
the way parents follow the advice at home." 
Seven babies die from cot death every week in the UK. Catherine York, an advisor on a 
24-hour helpline run by the Foundation for the Study of Infant Deaths, answers some of the 
most frequently asked questions. The Helpline number is 020 7233 2090 
Is it okay to take my baby on an aeroplane? There is no evidence that flying is unsafe 
for babies, if they are healthy. If you fly with your baby on either long or short flights, you 
should follow these guidelines: place your baby on the back to sleep, keep your baby cool, sit 
away from the smoking area on the plane and in the airport terminal, make sure your baby takes 
appropriate feeds and doesn't become dehydrated. If you have specific questions about your 
baby, for example if your baby is unwell or has a cold, speak to your doctor before travelling. 
Can I use a duvet, quilt or pillow for my baby? If your baby is under one year, do not 
use any soft bedding, such as duvets, quilts or pillows, as they are associated with an increased 
risk of cot death. Instead, use one or more layers of light blankets. Don't use electric blankets or 
hot water bottles. If you use a Moses basket, it should only have a thin lining. 
What kind of mattress should I use? It doesn't matter what kind of mattress you use, or 
whether it is new, as long as it is firm, not soft, doesn't sag and shows no sign of deterioration. 
Keep it well aired and clean. Mattresses with a PVC surface or a removable washable cover are 
easiest to keep clean. Ventilated mattresses (with holes) are not necessary. Place your baby with 
their feet to the foot of the cot. Never sleep your baby on a pillow, cushion, bean bag or water 
bed or sleep together with your baby on a sofa. 
Where should I put my baby's cot? Do not place the cot next to a radiator, heater or 
fire, or in direct sunlight as this poses a_ risk of the baby getting too hot. Recent research shows 
that having your baby's cot in your bedroom with you for the first six months reduces the risk of 
cot death. However, the research does not tell us why. If your bedroom is too small for the cot as 
well as your bed, put the baby in the nearest room, with the doors open. 
Should I breastfeed my baby? Yes, if possible. While breastfeeding may not protect 
against cot death, it is the natural and best way to feed your baby and increases resistance to 
infections. 
Can my baby share my bed? It is lovely to have your baby in your bed with you for a 
cuddle or a feed, but put her back in the cot before you go to sleep if you or your partner smoke, 
have recently drunk alcohol, take drugs or are extremely tired. If you plan to sleep with your 
baby, don't let their head get covered by the duvet or pillow, do use lightweight blankets not 
adult bed covers, and do place your baby in a position where they cannot fall out of bed. 
Should my baby be immunised? Yes - recent research shows that immunisation 
significantly reduces the risk of cot death. 
Can I use a sheepskin for my baby? Research has shown that sheepskins are not a risk 
factor if your baby sleeps on their back. Sheepskins are a risk factor as soon as your baby starts 
trying to roll over onto their front. Then take the sheepskin away. 
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My baby won't settle on the back. What shall I do? Babies settle easier on their backs 
if they have been placed to sleep that way from the beginning. If your baby won't settle, keep 
trying. It may help if you give them a cuddle, sit them in a car seat or sitter to get them used to 
back sleeping. 
My baby keeps rolling onto her front. What should I do? Babies who sleep on their 
backs are safer and healthier. Should your baby vomit they are not more likely to choke if on 
their back. If you find your baby has rolled onto their tummy, tum them onto their back again 
and tuck them in, but don't feel you have to get up all night to check. Babies will at some point 
learn to roll onto their front. When the baby can roll from back to front and back again, on their 
own, then leave them to find their own position. At the start of any sleep time, put them on their 
back. 
Is it safe for my baby to play on their front? Yes, and not only is it safe for your baby 
to play on their front but it is to be encouraged so that their muscles develop properly. 
Is it OK to swaddle my baby? There is no research evidence on swaddling. Different 
people swaddle in different ways, using different weight materials. It is therefore difficult to give 
definitive advice, except to advise if people swaddle their baby it is sensible to use thin 
materials, be sure to keep your baby's head uncovered, take care what other bedding and clothing 
you use (recognise that swaddling is instead of a blanket), and make sure that the baby is not too 
warm by feeling if the tummy is hot to the touch or the baby is sweating. 
Can my baby use a sleeping bag/sac? If you wish to use a sleeping bag for your baby 
make sure it's designed for regular use at night (i.e. not one designed for camping). It should be 
with arm holes but sleeveless, without a hood, and it should be an appropriate size to prevent 
your baby from sliding down into the bag. To make sure your baby doesn't become too hot 
choose a lightweight bag. Although togs cannot be measured precisely and there is no research 
on sleeping bag tog values and cot death, it is sensible to choose a sleeping bag with a low tog 
rating, no more than 2.5. But check if your baby is too hot by feeling if their tummy is hot to the 
touch, or if they are sweating. Remember that what the baby needs will vary greatly according to 
the temperature of the room. If it is very warm, they may need no more than a vest and a nappy 
underneath or it may be necessary to use only light bedding, such as a thin blanket or sheet, or no 
additional bedding at all. (Foundation for the Study of Infant Deaths). 
The BBC is not responsible for the content of external internet sites 
First Midwife Representative on the SOGC Council 
To quote directly from the November 2001 SOGC NEWS members bulletin: 
" Elections were held on October 17, 2001, and Ms Eileen Hutton was elected Associate 
RM representative by her peers. Ms Hutton became a RM in 1994. She holds a Master of 
Science in Nursing from the U ofT where she is currently working on a PhD in Clinical 
Epidemiology. She is a member of the College of Midwives of Ontario and the AOM, of which 
she was president from '94-'96. She has served on the boards of both the AOM and the 
Midwives Alliance of North America. She has made Ontario her home for several years, but has 
also lived and worked in BC, Labrador and Quebec, providing her with an appreciation of the 
diversity of issues that face care providers across the country. Her practical, academic and 
research experience will serve her well in her duties as Associate RM Representative. She 
welcomes the opportunity to represent midwives working with a national body of obstetrical care 
providers in addressing issues relevant to the provision of care to pregnant women and their 
babies. Congratulations and good luck" 
• 
• 
• 
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Ultrasound Scans in Pregnancy BBC-on-Line, December 9, 2001. 
However as of yet there is no indication that harm was done to the babies through the 
scans, according to an article in a journal. The implications of the study are to be discussed at an 
international meeting of scientists in Edinburgh this week. A total of 7,000 men were studied 
whose mothers had scans in the 1970s and compared with 172,000 men whose mothers had not 
had scans. 
Increased risk. The study suggested scanning produced an extra three left-handed babies 
per 1 00 births. The biggest difference was found among those born after 197 5 when doctors 
introduced a second scan later in pregnancy. Such men were 32% more likely to be left-handed 
than those in the control group. The journal Epidemiology concluded there were some 
possibilities the ultrasound had affected the brain. However remote the risk, this was serious 
enough to merit concern. The researchers warned: "The present results suggest a 30% increase in 
risk of left-handedness among boys pre-natally exposed to ultrasound." "If the association 
reflects brain injury, this means as many as one in 50 male foetuses pre-natally exposed to 
ultrasound are affected." However the research found no harm to the babies had been 
demonstrated. Prof Juni Palmgren, of the Karolinska Institute in Stockholm, a member of the 
team, told The Sunday Telegraph: "I would urge people not to refuse ultrasound scanning as the 
risk of brain damage is only a possibility- but this is an interesting finding and needs to be taken 
seriously." 
Later development. According to the Swedish scientists, the human brain undergoes 
critical development late into a woman's pregnancy. The male brain is especially at risk of brain 
damage because it continues to develop later than the female brain. Many doctors believe 
ultrasounds, which are used routinely in late pregnancies, have saved countless lives and women 
should not be deterred from having an antenatal scan. But Beverley Beech, chairwoman of the 
Association for the Improvements in Maternity Services, told the paper that women should be 
fully briefed on the risks of ultrasound and should avoid having scans unless they were essential. 
Conferences As this information comes from a variety of sources the editor takes no 
responsibility for any errors. 
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March 21-25, 2002. "Birth Reborn", Midwifery Today Conference, Philadelphia. 
Speakers include Dr. Michael Odent, Nancy Wainer, Valerie El Halta, Penny Simkin, Dr. 
Marsden Wagner. Preconference and postconference workshops 
Cost: $420 after January 14. Workshops extra. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, OR 97402 (Telephone 1-800-743-0974; 
Fax: 541-344-1422; E-mail: conference@midwiferytoday.com; 
Web site: http://www.midwiferytoday.com 
March 2002. "Culturally Competent Healthcare: Do we Understand it? How do we Provide it?" 
The Transcultural Nursing and Healthcare Association's 4th National Conference, in conjunction 
with Middlesex University, London. 
Contact: The Foundation of Nursing Studies, 32 Buckingham Palace Road, London SW1 WORE 
(Fax: 011-44-20-7233-5759; E-mail: admin@fons.org) 
April14-18, 2002. "Midwives and Women Together for the Family of the World", ICM 26th 
Triennial Congress, Vienna, Austria. 
Cost: After October 31, EUR 440.00 
Contact: Congress Office Midwives 2002, c/o Wiener Medizinische Akademie, Alser StraBe 4, 
A-1090 Wien, Austria (Fax: 011-43-1-407-8274; E-mail: midwives@medacad.org Web site: 
http://www.icm-congress.com) 
April25, 2002. "Midwifery Models for Excellence: Strategies for Achieving Good Midwifery 
Practice", Edinburgh, Scotland. Speakers include Mavis Kirkham, Jane Walker, and others. 
Contact: Association for Improvements to Maternity Services, 40 Leamington Terrace, 
Edinburgh EH10 4JL {Telephone: 011-44-131-229-6259) 
May 27-29, 2002. "Smoking in Pregnancy and Passive Smoking and Children", 2nd European 
Symposium, Stockholm. 
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Contact: Terry Lawrence, Senior Health Development Advisor, Department of Public Health and 
Epidemiology, University of Birmingham, Edgbaston, Birmingham B15 2TT, England. 
(Telephone: 011-44-121-4143164; E-mail: P. T. Lawrence@bham.ac.uk) 
June 2-5, 2002. "International Society for the Study of Hypertension in Pregnancy (ISSHP)" 13th 
World Congress, Toronto. 
Contact: Conference Secretariat, Office of Continuing Education Faculty ofMedicine, 
University ofToronto, 500 University Avenue, Suite 650, Toronto, ON, M5G 1V7 (Telephone: 
1-888-512-8173; E-mail: ce.med@utoronto.ca; Web site: http://www.cme.utoronto.ca/ISSHP) 
June 7-9, 2002. "Healthy Birth". Midwifery Today conference in China, as part of a tour. 
Contact: Midwifery Today, P.O. Box 2672, Eugene, OR 97402 (Telephone 1-800-743-0974; 
Fax: 541-344-1422; E-mail: inquiries@midwiferytoday.com; 
Web site: http://www.midwiferytoday.com 
June 23-26, 2002. "Lighting the Way", A WHONN Annual Convention, Boston. 
Contact: Association of Women's Health, Obstetric and Neonatal Nurses, 2000 L Street, N.W., 
Suite 740, Washington, DC 20036 (Telephone: 1-800-245-0231 ext. 2425 (for Canada); Web 
Site: http://www.awhonn.org) 
July 7-10,2002. "Our Environment Health", Canadian Public Health Association 93rd Annual 
Conference, Yellowknife. Co-sponsored by the NWT/Nunavut Branch, CPHA. Sub-themes are 
Healthy Beginnings, Globalization, Linking Environment and Health, Evolution of Health 
Governance. 
Contact: CPHA, 400-1565 Carling Avenue, Ottawa, ON, LIZ 8Rl (Fax: 613-725-9826; E-mail: 
info@cpha.ca) 
September 23-27,2002. "Nurturing the Future. Challenges to Breastfeeding in the 21st Century", 
World Alliance for Breastfeeding Action Global Forum 2, Arusha, Tanzania. Focus on research, 
capacity building, popular mobilisation. To rally worldwide participation in the movement to 
protect, support and promote breastfeeding and childcare. To spread awareness on the rights of 
children and women to adequate food, health and care especially in developing countries. Setting 
up a Hall of Fame and a Hall of Shame to document industry violations of the Code. 
Contact: WABA, P.O. Box 1200, 10850 Penang, Malaysia (E-mail: secr@waba.po.my; Web 
Site: http:www.waba.org.br or www.waba.org.my) 
• 
• 
• 
November 2002. "Revitalizing Midwifery" including an International Midwifery Education 
Preconference Intensive, The Hague, Netherlands. · 
Contact: Midwifery Today, P.O. Box 2672, Eugene, OR 97402 (Telephone 1-800-743-0974; 
Fax: 541-344-1422; E-mail: conference@midwiferytoday.com; Web site: 
http://www.midwiferytoday.com 
November 14-16,2002. "Surviving and Thriving: Coaching Mothers, Women and Nurses 
Through Transitions", A WHONN Canada 13th National Conference, Halifax. 
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Contact: (Telephone: 1-800-245-0231 ext. 2425 (for Canada); Web site: http://www.awhonn.org 
The Commission on the Future of Health Care in Canada, Headed by Roy Romanow 
A nation wide consultation process will begin in Regina on March 4 and conclude in 
Yellowknife on May 16,2002. The Commission will be in St. John's Aprill5. 
We wanted an opportunity to balance all of the technical presentations from stakeholders 
with the experiences of Canadians in the health care system. For example, we wanted to 
hear about what Canadians want and didn't want, and we wanted to hear from seniors 
what health care in this country was like before medicare .... Then we can start dealing 
with the very specific problems that we know exist, like the lack of health human 
resources, problems relating to wait lists and access to health care in rural areas and 
aboriginal health. (Michael Amar, communications and consultations director, cited in 
the Express, January 23, p. 8) 
Groups and individuals wishing to appear before the commission must submit an abstract or 
summary of their presentation for consideration in advance of the public meeting. Information is 
on the web site at http://www.healthcarecommission.ca (or by telephone: 1-800-528-8043). 
[Mr. Romanow is a former Saskatchewan premier. A province where midwifery legislation was 
passed, but was not implemented when the government changed]. 
Permission to Reprint Articles from the AOM Journals 
AOM would be pleased to have us reprint the articles with the following statements: 
By Kristy Hook and Shannon Valerio: 
"This article was first published in the AOM Journal (Volume 6, Issue 4, Winter 2000) and is 
reprinted with permission of the author and AOMJ." 
By Sara Booth: 
"This article was first published in the AOM Journal (Volume 7, Issue 3, Fall2001) and is 
reprinted with permission of the author and AOMJ" . 
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Midwifery in Newfoundland and Labrador 
BY KRISTY HOOK AND SHANNON VALERIO 
his past summer, we 
spent a month in an 
elective community 
placement in the north-
ern peninsula of Newfoundland 
as part of our midwifery educa-
tion. The beauty of Newfound-
land and its people surpassed 
our every expectation. Our 
experiences as student mid-
wives there also surpassed 
many expectations we had. We 
had the opportunity to be part 
of a very different model of 
midwifery care than in Ontario 
and were privy to the chal-
lenges of delivering health care 
in a remote and isolated area. 
The model of midwifery 
care is distinct in Newfound-
land. In Newfoundland, mid-
wives practice under a historical 
agreement that restricts practice 
to St. Anthony and Goose Bay, 
Labrador. We were in St. 
Anthony at the Grenfell 
Regional Health Centre. In St. 
Anthony, approximately six reg-
istered nurse-midwives are 
employees of the hospital, most 
being British trained. They 
work 12-hour shifts under the 
title of advanced practice nurses 
with midwifery training. They 
provide nursing care for all 
women on the female medical 
ward and attend pediatric cases. 
In the same shift they may pro-
vide palliative care to a cancer 
patient, supportive care to a 
pediatric orthopedic case, 
attend a birth, and conduct 
antenatal clinic. 
The Grenfell Regional 
Health Centre serves a large 
Journal de I, ASFO 
catchment area, including many 
very small communities, some 
of which are only accessible by 
boat or plane. Geographically, 
this area includes the entire 
northern peninsula of New-
foundland and the southern 
Labrador coast. Women near St. 
Anthony travel to hospital for 
prenatal visits. Women in more 
distant communities receive 
antenatal care at nursing sta-
tions closer to their homes. 
Women who do not live in St. 
Anthony or very close to it must 
come to St. Anthony at 38 weeks 
gestation and await labour. 
Women pay for their flight or 
boat travel, as well as their hos-
tel accommodations. In the 
postpartum period, the required 
hospital stay is three days for 
vaginal birth and five days for 
cesarean section delivery. 
Separation from community 
and family is an issue that 
affects many women coming to 
the midwives for their deliver-
. tes. 
Midwives work in close 
partnership with obstetricians 
for antenatal 
care. Mid-
wives provide 
care · for all 
women. The 
obstetrician is 
responsible 
for managing 
any complica-
tions or ill-
ness, while 
the midwife 
manages the 
remainder of 
the woman's care. If a woman 
presents with PIH, for example, 
the obstetrician manages the 
. hypertension while the midwife 
manages the delivery, providing 
it remains normal. 
There are many benefits to 
the midwifery model in St. 
Anthony. All women have the 
benefit of midwifery care 
regardless of pre-existing ill-
ness, arising complications or 
remote geographical location. 
The midwives, obstetricians 
and pediatricians work within a 
framework of trust, respect and 
full knowledge of each other's 
scope of practice and skills. 
Midwives work with a large 
degree of autonomy surround-
ing care· management. Con-
sidering the low population 
density of the area and the rela-
tively small number of pregnant 
women in the care of the mid-
wives, the available labour pool 
is used efficiently as midwives 
can perform a multitude of 
functions. In light of the declin-
ing birth rate in St. Anthony, it is 
questionable whether the sur-
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rounding regions or even St. 
Anthony itself could financially 
support a registered midwife 
who did not also perform nurs-
ing duties. 
The challenges faced by 
News Update: 
Canadian Confederation 
of Midwives takes a new name, 
and new mandate 
BY CAROL CAMERON - PRESIDENT OF 
~ANADIAN AsSOCIATION OF MIDWIVES (CAM) 
At the 1999 Annual General Meeting (AGM) of the Canadian 
Confederation of Midwives (CCM), the representatives from 
the provinces and territories began the development of a five 
year plan. It was thought that if the CCM was to move in the 
directi~n o~ b~ing a national organization representing 
Canadian rmdWives rather than an opportunity for dialogue 
among the various jurisdictions, some major changes were 
needed. The representatives approved the creation of a board 
and executive committee model and began this work in 
earnest. New by-laws were worked on over the past year and 
at the June 2000 CCM AGM the new by-laws were approved. 
This .included a name .ch~ge, one that more accurately 
descnbes the new orgaruzation Our national organization is 
now called the Canadian Association of Midwives (CAM). 
Membership in CAM is through the professional association 
which pays the dues to CAM of behalf of the individual mem-
ber. Professional associations are represented on the board 
through their elected or selected representative. All midwives 
whose professional association is a member of CAM are con-
sidered individual members and as such have voting privi-
leges and may attend AGMs. All other midwives and students 
may join as associate members, which is a non-voting mem-
bership category . 
CAM is developing several mechanisms in order to create· and 
enhance communication between midwives across the coun-
try. We currently have a moderated list serve, a web site and 
our first newsletter will be out by month end. 
CAM will be very well placed to work on national issues such 
as reciprocity, narcotic regulation, health human resources etc. 
Check our website at www.canadianmidwives.org for more 
information. 
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Newfoundland midwives are 
varied and complex. As with 
any model of care, there are also 
limitations to the model in St 
Anthony. In Newfoundland, 
midwifery is only available in 
the regions surrounding St. 
Anthony and in Labrador. 
Midwives must ~ork in part-
nership with obstetricians · and 
do not have a midwifery college 
to register with, and are there-
fore only registered under the 
nurses' college. Midwives are 
unable to provide choice of 
birthplace to women. Continu-
ity of care is difficult to achieve 
for the midwives due to shift 
work. As well, the midwife does 
not provide postpartum care. 
After hospital discharge, 
women receive visits by a pub-
lic health nurse. This is a source 
of dissatisfaction for midwives 
who would like to provide con-
tinuous support for breastfeed-
ing mothers. The challenges of 
delivering health care to a wide-
spread and sparse population is 
evidenced by women in villages 
and towns distant from St. 
Anthony enduring both the 
financial and social and emo-
tional costs of traveling to the 
Grenfell Regional Health Centre 
for health care. 
Grenfell Regional Health 
Centre faces a frequent turnover 
of medical staff. The same his-
torical agreement that allows 
midwifery also allows foreign-
trained doctors to practice with-
out Canadian registration. 
Consequently, many doctors 
work in St. Anthony while 
studying for their exams and 
leave for the mainland soon 
after their successful comple-
tion. Midwives have found 
themselves providing the only 
maternity care in St. Anthony 
during periodic absences of any 
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obstetricians. 
The northern peninsula of 
Newfoundland and Labrador 
are areas with specific health 
concerns. Anecdotally, paedia-
tricians report a high incidence 
of birth defects. The incidence of 
diabetes is approximately 30% 
in the area, with a correspond-
ingly high incidence of gesta-
tional diabetes. There is also lim-
ited access to, and affordability 
of, needed medications such as 
insulin. 
Similar problems of accessi-
bility and affordability apply to 
fresh food. Health education 
and health promotion efforts are 
often thwarted by restricted 
availability of a variety of foods. 
The isolation of the area makes 
fresh fruits and vegetables 
expensive and difficult to obtain 
outside of the larger towns. The 
expense of food ~ectly affects 
the health of infants. Rates of 
breastfeeding are low, with only 
one out of five women breast-
feeding at hospital discharge. 
This is compounded with very 
highly priced infant formulas in 
an area that is not affluent. 
Evaporated milk is a common 
infant food. It is used so fre-
quently that the government of 
Newfoundland and Labrador 
has published a recipe for its 
proper preparation for newborn 
and infant feeding. They do not 
endorse the practice but recog-
nise the need to educate parents 
about how to safely sterilize 
~quipment and promote iron 
supplementation of the evapo-
rated milk. 
As midwives in training, we 
were left with two main lessons 
from our experiences in St. 
Anthony. The Newfoundland 
and Labrador model of mid-
wifery care reflects the needs of 
the region as a whole, with the 
model arising out of the com-
munity's needs, as opposed the 
community trying to fit into a 
particular model of care. It 
Personal Notes 
n September 1, I start-
ed a sabbatical year 
from my duties in the 
Midwifery Education 
Programme. In order to free 
myself for options of sabbatical 
activities which would include 
travel, I have declined to take on 
any clients for the same period. 
I entered into the idea of sabbat-
ical with the expectation that I 
would be going somewhere 
warm. Instead I find myself 
preparing my parka and buying 
new winter boots to head north. 
While I will miss the sun, I am 
Journal de I'ASFO 
delighted at the opportunity to 
spend October, November and 
part of December in an Inuit 
community. I will be the mid-
wife there working with two 
student midwives from the com-
munity. I expect that I will learn 
much from them. I am already 
finding it a challenge to not be 
closely connected with faculty 
and midwife friends and col-
leagues but I anticipate a differ-
ent pace of life and many learn-
ing opportunities. While on sab-
batical, I plan to search the liter-
ature for everything I can find 
National and International 
seems to us that it is valuable to 
evaluate and re-evaluate the 
needs of particular communities 
when establishing and develop-
ing practice groups in Ontario. It 
also taught us that midwives 
can deliver high quality, sensi-
tive, and effective care in a 
remote, low population density 
area. 
Kristy Hook and Shannon Valerio 
are final year students of 
the Ryerson Midwifery + 
Education Programme. , 
BY BOBBI SODERSTROM, RM 
on midwifery clinical education 
and on continuing education 
opportunities for midwifery 
preceptors. I welcome all leads. 
I will continue to be available to 
the AOM as the consultant on 
insurance matters. I will remain 
e-mail and telephone connected 
while I am in Inukjuak. I wish 
you all a great year. 
Bobbi Soderstrom is faculty mem-
ber in the Midwifery Education 
Programme at Ryerson University 
and practices with the 
Midwifery Group of Ottawa. j' 
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Midwifery and Health Care in Central Labrador 
BY SARA BooTH, MEP STUDENT 
n March of this year, I had 
the privilege of travelling to 
Happy Valley-Goose Bay 
(HVGB), Labrador for my 
elective placement. I became 
interested in going there after vis-
iting Newfoundland and meeting 
midwives who told me about 
Labrador's model of care. I 
longed to explore a place that 
could be considered somewhat 
remote. 
HVGB is located in central 
Labrador, and has a population of. 
8,000 or 9,000. It is at the western 
end of Lake Melville, which runs 
east about 200 miles to the sea. 
The Labrador Health Centre in 
HVGB serves the communities 
around Lake Melville, and those 
on the coast, from Nain, now the 
northernmost settlement in 
Labrador, to Black Tickle. The 
coastal communities are mostly 
Inuit, with the exception of Davis 
Inlet, an Innu community. ~e 
· other main Innu community is 
Sheshatshiu, a 45 minute drive 
from HVGB on Lake Melville. 
Living in . HVGB and the sur-
rounding area are Inuit, Innu, and 
people from many other places 
around the world, some of whom 
came to Labrador to work at the 
air force base that used to be the 
centre of the settlement. I encour-
age you to get out a map if you 
need one to figure all this out. I 
have heard Newfoundlanders 
speak about what it means to live 
in a province that is marginalised 
in Canada. Then I met Labradori-
ans who feel marginalised by 
Newfoundland. 
Journal de I' ASFO 
M·y placement was . with the 
inidwives on staff at the Labrador 
Health Centre. They work in 
shifts to provide intrapartum and 
postpartum hospital care to 
almost all of the women giving 
birth in central Labrador. This 
placement was made possible in 
part by my generous host, Cathie 
Murray, who is the Director of 
Acute Care Nursing · Services at 
the Health Centre. She estimates 
that it sees 200 births a year. 
Labrador City and Wabush in the 
west have their own hospital with 
a maternity centre, and the south-
em coast of Labrador is served by 
the Grenfell service based in St. 
Anthony, in Newfoundland.l 
Midwives in HVGB and in St. 
Anthony practice within a special 
provision in the health care sys-
tem designed to provide birth 
services to the more remote areas 
of the province. In HVGB, they 
provide all intrapartum care to 
women, and physicians also 
attend the births to provide care 
to the babies and to suture if nec-
essary. The midwives provide 
postpartum care while women 
stay in the hospital, and care for 
their babies too, as soon as the 
immediate postpartum is past. 
The Health Centre has just moved 
to a brand new building, and at 
this site the labour rooms and the 
postpartum rooms are on one of 
three hallways that make up the 
inpatient unit. In total it has 25 
beds. The rest of the maternity 
care team consists of one obstetri-
cian and one anesthetist, who 
have to be on-call constantly, and 
the family practice physicians 
and residents, approximately 14 
of whom see maternity patients 
or take call shifts that would 
bring them to a birth. Many of the 
physicians now choose to attend 
their own patients in labour, 
which means they often have 
good continuity with birthing 
women. The midwives do not 
usually meet women until they 
come to the hospital in labour, 
although my preceptor some-
times goe~ to births of women 
whose other births she has 
attended. 
Most of the five midwives on 
staff trained in Great Britain. All 
of them had training that 
involved a broader scope of prac-
tice than they currently experi-
ence, and three of them now work 
part-time. One of them is also a 
lactation consultant and runs a 
breastfeeding clinic two after-
noo~ a week. My host told me 
that offering a midwifery service 
at the Labrador Health Centre is a 
careful act of balancing little 
funding, 24-hour coverage of the 
erratic demands of spontaneous 
labour, huge distances, and 
skilled midwives. Midwifery in 
Newfoundland and Labrador is 
in the process of change right 
now, as an Implementation Com-
mittee takes steps to set out a 
model of midwifery that will 
apply to practice across the 
province.2,3 
While the population of 
Labrador is quite small, the land 
is vast. The people who live in 
communities along the coast 
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receive health services mostly in 
local clinics staffed by incredibly 
skilled regional nurses, some of 
whom also have midwifery train-
ing. Approximately every six 
weeks, a doctor will visit, and less 
frequently, a dentist Anyone with 
an acute health issue usually 
comes to HVGB by plane tq be 
seen at the Health Centre. This 
presents a somewhat difficult sit-
uation for pregnant women, who 
are expected to rome to HVGB as 
they near term, and stay with 
friends or at the Friendship Cen-
tre until they come to the hospital 
in labour. They go ho~e with 
their babies about four days after 
the birth. Occasionally, a woman 
who lives on the coast will con-
ceal her pregnancy, give different 
dates, or just. not fly to HVGB 
when the time comes, choosing to 
have a clinic or home birth 
against the recommendations of 
the health system. This issue 
seems to be reflected all across 
Canada in northern and remote 
communities. 
I had one opportunity while I 
was in HVGB to go on a medEvac · 
flight up the coast to Nain to pick 
up an elderly Inuit man with 
complications of diabetes. The 
nurse who let me accompany her 
told me that Health Labrador 
pays $1000 an hour to the airline 
to do medEvac flights. The mid-
wives have some stories about 
delivering babies at 15,000 feet, 
on the way back from the coast. 
My ~ght gave me a much more 
real sense of the distance and 
uncertainty involved in travelling 
for health care. Our pilot almost 
turned back without landing 
because of lack of visual contact 
with the ground. I could not 
imagine making this flight with a 
four-day-old baby, except if home 
were a very special place, such as 
Labrador communities seem to 
be! 
I was struck after my first few 
96 
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days in HVGB by the totality of 
the experience of going away for 
a placement Whether I was at my 
community college residence, 
where I met students of sheet 
metal, welding, administration 
and carpentry, or whether I was 
on the floor at the hospital, I met 
people who had lots to teach me 
about Labrador life and culture. 
.I had a very special opportu-
nity to visit the community of 
Sheshatshiu with two medical 
students. We visited the new 
Band Council building that hous-
es the medical clinic, offices and 
ceremony rooms, and a substance 
abuse day treatment centre. We 
met with nurses and health work-
ers there who gave us an impres-
sion of the work they do to pro-
vide primary c~. We also visited 
the offices of the Innu Nation. 
This was one of the times in my 
placement I learned the most, 
from the many people who talked 
with us to cautiously share some 
of the health and environmental 
concerns the Innu Nation is work-
ing on. The Innu Nation in 
Labrador works along with the 
Innu in northern Quebec to pro-
tect and cherish the land they 
know as Nitassinan. The political 
boundruries reco~ed by the 
provinces are co.mpletely differ-
ent from the reality known by the 
Innu. I think they would say they 
are also marginalised, in this case 
from the settler population of 
Labrador. I encourage you to visit 
the Innu Nation website to learn 
more about the issues they face.4· 
I took some time while I was. 
in HVGB to walk along the main 
road, with two metre snow piles 
lining either side, and also to ski 
on some of the snowmobile · trails 
that traverse the town. There is an 
airiazing amount of space 
amongst trees and snow and sky, 
even in town, and I skied along in 
awe of the Mealy Mountains that 
I could see in the southern dis-
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tance, snow-capped and 
sparkling. I had the opportunity 
to go on a snowmobiling trip 
from North West River, hosted by 
friends of my preceptor, who 
taught me more about ice-fishing 
and Labrador history in a day 
than I ever could have learned 
from a book, a video or the inter-
net I went out on the town one 
night with my new friends from 
the college residence, to play pool 
and dance. These experiences 
made my time in ~B richer 
and broader. 
My visit to Labrador taught 
me lots about midwifery even 
when I was not with pregnant, 
labouring or postpartum women. 
It taught me about kinds of com-
m~ty I had not imagined, about 
the land that communities' liveli-
hoods come from, whether we 
acknowledge it or not, and about 
a balance between work and the 
.rest of life that I would like to 
revisit as soon as I graduate from 
the MEP! By the time my return 
flight took off, I felt I had not vis-
ited a remote place, but one teem-
ing with personalities and 
resources. HVGB became not the 
margins, but the centre of my 
experience. 
Sara Booth is a fourth year stu-
dent in the Midwifery Education · 
Programme at Ryerson University. 
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. Doctors need better condtttons 
IY PfARL HERBERT 
R egarding the Ezpreu Monthly Eztra'alast edi· torial (Somebody get ru o 
doctor, October 28, 2001), the fam-
ily physicians who are in New-
foundland and Labrador need to 
be encouraged to stay and this 
means their working conditions 
need to be improved. 
Therefore, they need to.reaJir.e 
that they cannot be everything to 
everybody, and that they should 
share their work with others who 
are qualified to provide care to the 
people in the province. 
They need to recognize that pri-
mary health care providers, such 
as nurse practitioners and mid-
wives (once midwifery legislation 
is in effect), have expertise which 
does not need to be constantly 
checked by physicians. 
Physicians may then have time 
to spend using their own expertise 
on more serious situations. Sidt in-
dividuals (except in a major emer-
gency) may see a nurse 
practitioner, or pregnant women 
may see a licensed midwife, on 
their initial visit. 
anotherviewpoint 
Nurse practitiooen and tic:enaed 
midwives can make a diagnosis, 
order tests and treatments, and 
make referrals to the physician 
and/or hospital as needed. 
Public health nurses are able to 
provide immunizations, develop-
mental and screening tests, along 
with their other community work. 
A solution eouJd be the right mix 
of family physicians, nune practi-
tioners, licensed midwives, public 
health nurses, nutritionists, social 
workers,&, working in one build-
m·g located in a strategic place, 
similar to the community clinics 
in Quebec and in Britain. 
If all of the physicians worked 
in a community clinic, then their 
overheads would be less. There 
could be team work and a roster 
so that everyone has adequate 
time-ott 
This could also result in better 
access for the public to receive 
health care, and remove the ne-
cessity of visiting hospital em~r­
gency rooms for minor problems 
- which would save health dol-
Jan and enable really sick people 
to be eeen quicker. 
What are needed are more 
nurse practitionen, and legisla· 
tion to enable midwives to prac-
tice u they do in other provinces. 
Tbesedays,beginningmichrives, 
like registered nunea, have to suc-
cessfully complete a baccalaure-
ate degree, and be regularly 
examined to show that they are 
keeping their skills up to date. 
The salaries for nurses and li-
censed midwives are less than 
those paid to family physicians, 
and they may remain longer cut-
ting down on recruitment ex-
penses and so save more health 
dollars. 
The results of working as part 
of a team could be that family 
physicians would feel less stress 
and be willing to stay in this 
. provmce. 
The public would know their 
health providers and not always 
be meeting new people and hav-
ing to, once again, recount their 
health problems. 
Pearl Herbert lives in 
St. John's. 
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> There is a displacement of highly nutritious and immunologically active 
breastmilk, 
> There is interference with the bioavailablity of key nutrients such as iron 
and zinc, 
> There is a reduction in the amount of breastmilk a mother produces, 
> There is a reduction in the duration of breast feeding, 
> There is a greater risk of illness and death related to acute respiratory infec-
tions and diarrheal disease, 
> There is a reduction in the time of return to maternal fertility. +. 
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Improving truth in medical publishing 
A ttempts to improve honesty and avoid ethical dilemmas for researchers has moved the edi-
torial boards of 13leading medical and 
science journals to propose to elimi-
nate the interventionist activities of the 
pharmaceutical in~ustries. The distor-
tion of scientific research results in 
the interest of markets and profits had 
reached unprecedented proportions. 
Canada experienced the heavy hand of 
influence by pharmaceutical funders 
when Nancy Olivieri published some 
negative side effects of a medication 
she was testing at the Hospital for Sick 
Children in Toronto. Dr. Olivieri found 
herself besieged by both institutional 
and industry vested interests. 
In a joint statement, the 13 journals, 
including the Canadian Medical Asso-
ciation Journal, The Journal of the 
American Medical Association, the 
New England Journal of Medicine and 
the Lancet, agreed to ban publication 
of research they do not consider to 
be independent. They note that drug 
companies who pay for research were 
increasingly controlling the design, 
analysis of results and the publication 
of the findings. 
Richard Horton, the editor of the 
Lancet, stated the process had gone too 
far, "We are completely fed up with 
being manipulated by the industry. 
Nine out of 10 research papers about 
new drugs submitted to the Lancet are 
so hyped in favour of the drug that we 
can't publish them without revisions. 
Research papers are now used more as 
a marketing exercise than as scientific 
reports." 
He noted that the withdrawal of 
government funding of research had 
accentuated the problem. "But as soon 
as you abandon medical research and 
leave it to the drug industry, you are 
playing Russian roulette." 
The journals are concerned that 
the increasingly interventionist 
approach of pharmaceutical companies 
and, to a lesser extent, governments, 
is leaving researchers hamstrung and 
ethically compromised. The editors say 
researchers, not funders, must have 
control over the design of studies, 
access to raw data, free rein to inter-
pret findings and the choice to publish 
their results or not. 
The editors are also demanding the 
right to review study protocol.s and 
funding contracts, documents that are 
now often secret. 
This is an important step for-
ward, especially when it comes to 
breastfeeding research. It is discon-
certing that many studies purporting 
to show problems with breastfeed-
ing turn out to be funded by formula 
companies. 
When formula companies 
fund research 
Some examples: A study described in 
an April, 2001, press release from St. 
Michael's hospital in Toronto noted 
"Researchers find peanut allergens can 
pass into breast milk." 
As pointed out in a letter sent to 
St. Michael's hospital by INFACT, "the 
press release did not declare the com-
peting interests of the financial spon-
sors of this research. One funder of 
this study is Nestle Canada ... 
"Although the research, which 
tested the milk of 23 lactating women 
who consumed half a cup of peanuts 
after a fast, found that only 11 showed 
peanut protein spillage into their 
breastmilk and that the peanut pro-
teins cleared from breastmilk after 
only a few hours, the implication of the 
press release was that breastfeeding 
can sensitize children to peanut aller-
gies. There is no evidence in Dr. Vadas' 
research to support such an associa-
tion ... 
"Additionally there was no mention 
in the press release that infant formu-
las may be manufactured with peanut 
ingredients and therefore might be a 
cause of rising peanut allergies in the 
general population." 
The British Medical Journal pub-
lished a study earlier this year by 
Leeson, Kattenhorn, Deanfield and 
Lucas which reported that infants 
breastfed for more than four months 
had less distensible arteries as young 
adults than those who were not 
breastfed or who were breastfed for 
less than four months. This study was 
funded in part by infant formula com-
. pantes. 
After the publication of this study, 
the BMJ received 51 responses. The 
Journal editor writes "all but five were 
highly critical of the study, largely 
for shortcomings in the research meth-
ods and because it was funded by the 
infant formula industry." The other 
responses did not criticize the study 
directly but were concerned that the 
results would be misinterpreted and 
publicized, to the detriment of breast-
feeding. 
Their concerns proved valid. 
Creating doubt about 
breastfeeding 
A September 10, 2001, article in the 
National Post was headlined "How 
much of a good thing?" and subtitled: 
11The benefits of mother's milk are 
being disputed again, as two separate 
studies suggest that breastfeeding may 
make infants prone to allergies, asthma 
or coronary disease." 
The article mentions the study 
by Lucas mentioned above, without 
mentioning that it was funded by for-
mula manufacturers. The author, a 
freelancer, describes the study this 
way: "British researchers have linked 
breast-feeding to early signs of cor-
onary artery disease." The article 
also highlights an unpublished study 
from McMaster University, without 
giving the names of the researchers 
or the sources of funding. It is this 
second study that purports to show 
higher rates of allergies and asthma 
in breastfed babies - something 
that is contradicted by all the peer-
reviewed, published research availa-
ble. 
This article, with its inflammatory 
headline and the accompanying photo 
of a smiling mother feeding her baby 
with a bottle, is certain to create doubt 
and concern in the minds of expectant 
and new mothers. 
Let's hope that the more responsi-
ble stance taken by the medical journal 
editors will filter down to other media 
so that research funded by formula 
companies will no longer be used to 
discourage breastfeeding. •> 
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ASSOCIATION OF MIDWIVES OF NEWFOUNDLAND and LABRADOR 
APPLICATION FOR MEMBERSIDP 
2002 
Name: 
-----------------------------------------------------------------------(Print) (Surname) (First Name) 
All Qualifications:-----------------------------------------------------
Full Address: ______________________________________________________________ _ 
(home) 
(work) 
E-mail Address: ---------------------------------------------------------
Work Address:--------------------------------------------------
Area where working: ----------------------------------------
Retired: Student: Unemployed: ---------------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded 
without your consent. 
Provincial:-----------------------------------------------
National: 
-----------------------------------------
International: 
-----------------------------------------------
Would be interested in participating in a research project if asked: Yes __ No __ __ 
I wish to be a member of the Midwives Association and I enclose a cheque/money order from the post office 
for: $ 
·---------------(Cheques/money orders only (no cash) made payable to the Association of Midwives of Newfoundland and 
Labrador). 
Full membership for ALL midwives is $75.00 (as this includes the Canadian Association of Midwives fees which 
the Association has to pay). 
Associate membership for those who are not midwives is $40.00 
Membership for those who are unemployed/retired is $20.00 
Membership for those who are residing outside of Canada $85.00 (to cover the cost of the extra postage). 
Signed:------------------ Date:- -------------
Return to: Jean Hunt, Treasurer, P.O. Box 1495, Stn. B, Happy Valley-Goose Bay, Labrador, AOP lEO 

